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THE Government Statistician has supplied me with the following 
statistics for Queensland : — 
No. of Confine- Deaths Death Rate 


ments in from per 100,000 
Five-yearly Periods. Eclampsia. Confinements. 


1886-90 69,495 59 
1891-95 72,183 37 
1896-1900 70,290 58 
1901-05 68,189 63 


Taking the mortality as roughly 25 per cent., these deaths 
represent, approximately, 600 cases of eclampsia that have occurred 
in Queensland in twenty years. 

The death rate in England and Wales (1881—1903) was 39 per 
100,000 births.! 

It is unnecessary to summarize the various theories held re- 
garding the etiology of eclampsia, as they may be found in any 
standard work on obstetrics. Neither is it within the scope of this 
paper to refer to the various ailments associated with pregnancy. 
It is sufficient for my purpose (1) to refer briefly to the signs and 
symptoms that give distinct warning of eclampsia, and (2) to indi- 
cate some of the measures that should be adopted to prevent the 
development of such symptoms, and, if possible, to avert con- 
vulsions, 
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I. Premonitory signs and symptoms. 

With these we are all familiar—headache, vomiting, giddiness, 
and cedema of the ankles, while, if convulsions are impending, there 
are more pronounced cerebral symptoms, edema of the face, and 
severe epigastric pain. We inquire about the urine, and find that 
it has been scanty, that it has a variable specific gravity, and that 
albumen is present. I have placed the urinary condition last in 
sequence, because it is generally discovered subsequent to the estab- 
lishment of the earlier and even the later premonitory symptoms. 
Boxall} puts this point very forcibly and clearly. “ Unless edema 
sets in, or some other symptom . . . leads the patient to seek advice, 
no attention is directed to the condition, until it has persisted for a 
considerable time. Indeed, it not infrequently happens, that the 
occurrence of an eclamptic fit is the first indication of danger. Then 
the urine is examined and is found to be loaded with albumen. But 
on reading the case backwards, in the light of the history subse- 
quently obtained, it is fairly obvious that a more or less dangerous, 
but obscure condition has been in existence for some time.” 
Playfair states, what are probably the usual experience and practice 
of medical men when he says, “ Another important premonitory sign 
is edema .... which should at once lead to an examination of 
the urine.”? My plea is, that the urine of every woman should be 
examined regularly during the latter months of pregnancy, as if 
she were a possible subject for eclampsia, whether she has any pre- 
monitory symptoms or not, and whether she has, or has not, any 
evidence of renal insufficiency. In other words, the urinary ex- 
amination, unless in exceptional cases, comes first, the premonitory 
symptoms come after, if they will. If everything goes well, no harm 
is done, while if albumen appears, we are prepared to deal with the 
patient’s condition in time. Perhaps in no case is it more important 
to be forewarned of impending danger. It matters not what theory 
is held as to the causation of these convulsions—whether the nephritis 
is primary, or secondary to toxemic agencies of maternal or fetal 
origin—the fact remains, that we have in the presence of albumen in 
the urine, evidence, and perhaps the only evidence present, that there 
is something wrong. 

True, albuminuria is said to be sometimes absent, though person- 
ally I have never failed to find it. It must, however, at least be 
conceded, that its absence is one of those rare exceptions that prove 
the rule. As an explanation for its absence, Berkeley says, “It has 
been shown that one effect of these poisons is to cause constriction 
of the renal arteries and anuria, which would account for those cases 
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where no renal change is found post mortem, and no albumen is 
found in the urine.”? One of the clearest cases of absence of albumen 
is that reported by Handfield-Jones, where there was no albumen 
three hours previous to the onset of convulsions. Other cases men- 
tioned are more doubtful, and some, at least, only show the necessity 
for examining the urine at shorter intervals. Longridge describes 
the case of a woman who had had eclampsia in her first confinement, 
whose urine, in her second, had been examined up to the 9th month 
of pregnancy with negative results, who was then sent to a home 
to be “under supervision,” and who when admitted to hospital, at 
a later date, developed convulsions, the urine being then found to 
become “nearly solid on boiling.” * It would be of interest to know 
if her “supervision” included weekly or bi-monthly examination of 
the urine during the ninth month. Jardine, who says “he has 
never yet seen a case of eclampsia without albumen in the urine,“ 
records a most interesting case of a woman who, for some months, 
complained of severe headache, who had no edema, whose eyesight 
had been affected, and who subsequently had severe fits, and yet 
“there was no albumen in the urine at the time of admission, nor 
at any time during the stay in hospital.” He does not, however, 
look on this case as one of true eclampsia. Again, he relates the 
case of a patient at full term, whose urine was free from albumen 
less than a fortnight previous to the onset of convulsions but was 
now found to be heavily loaded with albumen. The very occasional 
absence of albumen does not invalidate what has been said as to the 
propriety of looking for it in every case of pregnancy. 

It certainly does not follow that albuminuria necessarily leads 
to eclampsia, or that the actual amount present is of much prognostic 
significance, as the “albuminuria and severity of the eclampsia are 
not co-related in any constant manner.”® Indeed, it is believed 
by Gutbrod that when, in eclampsia, “the albumen is small in 
amount, the eclamptic seizure is a very severe one,’? from which 
he draws the conclusion, that the poison is sometimes eliminated 
not so much by the kidneys as by the skin. 

As regards the urinary examination itself, it is specially needful, 
when albumen is present, to ascertain the approximate quantity of 
urine passed in 24 hours. This is valuable in its relation to the 
specific gravity and amount of urea and urates excreted, for while 
the specific gravity may be apparently high enough, it is really 
low for a concentrated urine. The higher it is, the more hopeful the 
outlook, as it indicates a larger excretion of urinary salts. The 
presence of blood and granular casts is of course of great importance. 
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So far I have referred only to the urinary test, because albumen 
is not only almost invariably present in eclampsia, but usually 
appears before any other sign or symptom. The next most trust- 
worthy signs, in point of time and frequency, are edema of the 
ankles and headache, and, if strong objection be made to urinary 
examination, it is an easy matter to request the patient to inform us 
if either or both of these should show themselves. 


II. Preventive Measures. 

Much may be done during the earlier months of pregnancy, by 
taking outdoor exercise, and by general attention to the hygiene of 
the home. The bowels should be moved daily. A glass of cold 
water night and morning, in addition to the ordinary fluids taken 
during the day, will help to ensure this and will promote urinary 
secretion. Cold bathing every morning should be encouraged during 
the summer months at least, but towards the end of pregnancy warm 
baths are to be preferred. The diet should be plain and nutritious, 
and stimulants should be avoided. In the last two or three months 
of pregnancy, the amount of exercise taken will depend on circum- 
stances, but should never reach the point of fatigue. In no case, 
at this late period, should more than one nitrogenous meal be taken. 
in the day. 

Should there be any indication of renal insufficiency or other 
premonitory symptoms, the preventive measures to be adopted depend 
upon the time when the patient’s condition is first observed, or in 
other words, upon whether the symptoms are those that may ulti- 
mately lead to eclampsia, or those that certainly will if the patient 
is not relieved; my contention being that if the former be attended 
to, the latter will seldom occur. In other words, I look on the differ- 
ence between early or subacute toxemia, and the toxemia imme- 
diately preceding convulsions, as a difference only in degree of the 
poison. 


(a) In the early stage. (Subacute Toxemia). 

Until we arrive at a better understanding of the exact patho- 
logical condition with which we have to deal, the measures adopted 
must necessarily be more or less empirical. We may, however, 
accept as a working hypothesis (whether there is any special toxin 
in the system of not), that there is defective metabolism of nitro- 
genous elements, brought about by degenerative changes in the liver, 
and perhaps also by deficiency of thyroid secretion, and that there is 
lessened urinary elimination of waste products due to parenchy- 
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matous nephritis. No matter then what the real origin of the 
disease may be, our object, so far as we know at present, must be 
of a two-fold nature—to reduce the intake of the nitrogenous foods, 
and to assist the elimination of toxin and effete matters by the 
kidneys and bowels; for it must be remembered that “health depends 
on a proper adjustment between the production and excretion of 
toxic substances, an increase of the former, or diminution of the 
latter, leading to toxemia.”? In this connection, Hahl!® has shown 
that in the last month of pregnancy the urinary excretion of nitrogen 
does not balance the amount absorbed. The difference is greatest 
four weeks before full term, less during the next two weeks, and 
greater gain as labour is approaching. ‘The curious point is, that, 
according to other observers, 1° the nitrogen balance is maintained 
better by the primipara than by the multipara. If that be so, some 
other factor must be introduced to account for the greater frequency 
of eclampsia in the former. 

In order to control the nitrogenous element in foods, there is a 
general consensus of opinion in favour of milk diet, inasmuch as in 
the amount usually given, it contains less proteid material than the 
ordinary full mixed diet, and is more easily assimilated. If, how- 
ever, milk be taken to excess, I have found the albumen to increase 
in the urine. This is more likely to happen should the milk be un- 
skimmed, showing that an excess of hydrocarbons, as well as proteid 
material, is objectionable. Four quarts of milk in 24 hours are 
about the equivalent of an ordinary mixed dietary,'* but the patient 
whose case we are now considering must be satisfied with perhaps 
half this quantity, or, it may be, only a quart a day. (On one 
occasion, the amount of albumen present and the headache could 
only be controlled by reducing the quantity of milk to 30 fluid 
ounces a day. This was kept up for two weeks previous to confine- 
ment—-the labour being natural. This result was all the more 
pleasing, because in the patient’s first pregnancy, four years earlier, 
labour had to be induced for threatened eclampsia. The quantity of 
milk prescribed must really be regulated according to circumstances. 
The smaller the quantity ordered, as indicated by the severity of the 
symptoms, the more should it be diluted with water, to make the 
toxins less concentrated, and to help in their elimination. So bene- 
ficial, indeed, is water in this respect, that I have frequently allowed 
patients, with some albumen in the urine and even with slight 
cedema, who dislike milk, to take one nitrogenous meal a day, prefer- 
ably in the form of fish or fowl, and with apparent benefit, provided 
they also take at least two pints of water a day, between meals. 
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Should this diet be given when albumen is present, the urine must 
be examined twice a week, and a trustworthy report given concerning 
the edema, so as to change to milk alone, if necessary. In connec- 
tion with milk diet, Herman thinks that while it may be beneficial, 
it is of “less importance than rest,” and he himself has not “seen 
an account of cases treated by milk diet without rest.”"® Rest is, in 
my opinion, necessary only in advanced cases. Patients are grateful 
for fresh fruit and green vegetables, and these are generally allowed. 
Farinaceous foods may also be given, unless in stubborn cases. They 
should be reduced in quantity if butchers’ meat is allowed in the 
presence of albumen, as they act as “proteid sparers.” 

The use of drugs plays but a very secondary part in the preven- 
tion of eclampsia, and will continue to do so until the etiology of the 
disease is better understood. The most we can do, until a serum is 
discovered to counteract the toxin, is to assist elimination. The 
necessity for diuretics depends on the amount of urine passed, the 
citrate and acetate of potash being the best, whilst the bowels must 
be made to act daily. The treatment by thyroidin is based on the 
supposition that there is a want of iodo-thyrin in the system, and 
certainly the enlarged condition of the thyroid gland, in eclamptic 
cases, suggests an effort on the part of nature to make the supply 
equal to the demand. Thyroidin aids the metabolism of nitrogenous 
substances, completing the process “up to the stage of urea forma- 
tion,” urea being in itself a powerful diuretic.? Whether this treat- 
ment is to be a success remains to be seen. Sometimes the results 
are brilliant and sometimes negative. My own experience of it is 
limited, and the results have been doubtful. Sturmer claims to have 
reduced the mortality in eclamptic fits, from 40 to 12°2 per cent. by 
means of it, the most marked effect being an increase in urinary secre- 
tion, the amount in one case rising from a few fluid ounces to 120 in 
24 hours.? Gomot relates a case, where, under an absolutely milk 
diet and thyroidin, the albumen was reduced from 12 grammes to 2 
grammes per litre, the labour terminating naturally.!° Probably 
the treatment did good, but I have seen equally good results from 
milk diet alone. Berkeley remarks that milk does not require so 
much natural secretion of iodo-thyrin, for its metabolism, as does 
ordinary diet. 


(6) Ln the late stage. (Acute Torwmia.) 
The treatment here practically resolves itself into the treatment 


of eclampsia, into which I do not intend to enter, beyond referring 
to a few points that seem specially important. First in importance, 
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comes the withdrawal of food altogether for from 24 to 48 hours, 
water alone being given, and, where there is not much edema, 
given in large quantities, to drink. Saline injections into the rectum 
are also given, unless the edema is very decided, and for a similar 
reason, viz., to dilute the toxins and to increase the action of the 
skin and kidneys. Jardine claims that by the injection of saline 
solution—sodium acetate and chloride—under the breast, he has 
reduced the mortality from eclampsia, in the Glasgow Maternity 
Hospital, from 47 to 17 per cent.5 I prefer rectal injections in cases 
where the eclamptic seizures are only threatening to occur, because 
injections administered under the breast give considerable pain. The 
first injection, which may be of plain hot water, should be a very 
large one, introduced through a long rectal tube and allowed to 
come away at once; the object being to wash out the large bowel 
for the removal of all foreign matters, including probably some 
toxic substances. The saline injections following, should be given 
every three hours, using each time as much as the patient can retain 
with comfort. As regards diuretics, Zangemeister says “the poison 
of eclampsia certainly does not arise from imperfect action of the 
kidneys, nor is it eliminated by them.”!! Authorities differ as to 
the urotoxic dose of urine in a healthy pregnant woman and in an 
eclamptic,? but whether the toxin is eliminated by the kidneys or 
not, it is highly important to increase, if possible, the renal secretion, 
were it only to remove the products of imperfect metabolism, which 
must necessarily aggravate the symptoms, if left in the blood stream. 
For this reason I give the citrate and acetate of potash, of each 20 
grains every four hours, as well as diuretin in 15 grain doses also 
four-hourly, and am satisfied they do good. Purgatives are also of 
very great benefit, and epsom salts, in drachm doses, every hour, 
until a free evacuation occurs, are the best. Purgatives are all the 
more necessary, in that they not only clear the blood of offending 
ingredients, but remove from the small intestine those toxins which 
are apt to develop there from defective biliary secretion. Perspira- 
tion may be encouraged by hot packs, but, if the patient is kept 
warm in bed, these will not be required. 

The question next arises, should labour be induced? It is cer- 
tainly better not to induce it for at least 36 hours, because the uterine 
contractions of labour might precipitate the convulsions. In this 
connection Zangemeister says, “during labour there is diminished 
diuresis, the proportion of ammonia salts, phosphates and especially 
chlorides, is on an average lower, and the specific gravity is less,” 
while “the variations in intra-cranial pressure, as the result of 
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rhythmical uterine contractions, are conducive to the occurrence of 
convulsions.” 1! After active treatment for 36 hours or more this 
risk is very much lessened, and labour may then be terminated un- 
less there are decided indications that the patient may progress 
favourably. This treatment is opposed to that recommended by 
Byrne, who says that should there be ‘albumen present in large 
quantities or albuminuria accompanied by cedema or headache . 
our duty is to terminate pregnancy at once . . . . purgation, sweat- 
ing, diuretics, and drugs of all kinds are useless, so long as the cause 
is allowed to remain.” }? 

That much can be done towards the prevention of eclampsia, may 
surely be conceded. It is perfectly certain, of course, that, in spite 
of all our vigilance, eclampsia, because of the rapidity with which it 
may occasionally develop, cannot be invariably prevented, but if 
we examined the urine frequently during the latter months of preg- 
nancy, it should largely become a thing of the past. Yet we read 
very little about it from this point of view. Occasionally notice is 
taken of its importance, }° but, as a rule, it is embedded in a paper 
of other interests. Boxall’s introduction to the discussion on 
eclampsia, at last year’s meeting of the British Medical Association, 
is one of very special value in this respect, though, with one or two 
exceptions, those joining in the discussion referred only to the 
etiology and treatment.! It is high time our teachers devoted more 
time to its prophylaxis, so that our young friends, who are about to 
be set at liberty to practise their art, will not have to find out for 
themselves, from bitter experience, that the prevention of eclampsia 
is better than its cure. 

It is important in carrying out the examination, to annoy the 
patient as little as possible, and, in order to allay any apprehension 
on her part, to assure her that it is done in all cases. When the 
patient engages the medical man for her confinement, she is asked 
to report to him if any swelling of the feet occur, and also to send a 
small bottle of urine at stated periods without further notice. If 
all goes well she may not be seen again till labour comes on. The 
urinary examination should commence not later than the end of the 
7th month, and should be made at least twice during the 8th month 
and weekly during the 9th. Should albumen be present, the ex- 
aminations are made weekly (or bi-weekly if meat is allowed) during 
the 8th month and first half of the 9th, and afterwards bi-weekly. 
The frequency depends, however, on the condition of the patient 
and of the urine. 


With the patients of medical men the way is perfectly clear and 
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simple, but how are we to reach those who may go direct to the 
lying-in hospital, or to the midwife? With regard to the former, 
Boxall makes the following suggestion :—“ One cannot but wish that 
our maternity hospitals, as for instance in Paris, were provided with 
a special department, where women who are able to work either in 
the house or garden attached to the institution, are kept under 
observation for two or three months prior to delivery.”! I fancy this 
could not be easily carried out in the case of married women who 
have homes to look after, but it might certainly apply to most 
illegitimate cases and others who have no special habitat. In many 
places, public homes are provided for such cases up to the time of 
confinement, and there is surely no reason why these homes should 
not be affiliated with hospitals for the purpose here indicated. 

There remain those women who are attended by the midwife. 
The case here seems hopeless, but it should not really be so; for cer- 
tainly no midwife is properly qualified if she cannot examine urine. 
It lies with those who teach, and train, and examine midwives, to 
see that the latter know, not only how to deliver a woman, but also 
how to recognize, in addition to the simple ailments of pregnancy, 
the symptoms that may lead to eclampsia, and to impress upon them 
a sense of the responsibility they incur when they undertake to 
attend women in confinement. 

My own responsibility was specially brought home to me, some 
seven years ago, by the case of a patient who without any warning 
suddenly became almost blind from albuminuric retinitis. Under 
treatment, and the induction of labour, eclampsia was averted, but 
it was many months before the eyesight became normal. From this 
time I began the systematic examination of the urine in pregnancy 
and have kept it up with fair, though not with absolute regularity 
ever since, certainly with benefit to my patients, and with less 
anxiety to myself. At first these examinations were not made so 
often, in each case, as they are at the present time. During these 
years I have had one case of eclampsia and one of threatened 
eclampsia. The former case occurred in 1902, the patient being near 
full time. The urine, two weeks previously, had been free from 
albumen, but this only shows that after eight months it should 
be examined more frequently. The patient recovered. The other 
case has points of decided interest. 


Mrs. C., pregnant for the second time, sent for me hurriedly 
in December, 1904, ten days before her full time. 


somnolent condition, with edematous face and legs, and complaining 
of a severe headache and epigastric pain, the urine being loaded 


I found her in a 
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with albumen. Convulsions were evidently impending. The treat- 
ment above mentioned was carried out, and after 48 hours, during 
which time she improved very much in every respect, I induced 
labour. No convulsions developed. The point of special interest 
is, that, for some reason or other, the urine had not been examined 
up to this time, or the diet regulated in any way. This was all the 
more inexcusable, because in her first confinement three years before, 
the urine began to show traces of albumen about the 7th month 
and there was also some edema. In that pregnancy she was care- 
fully dieted, and though the albumen and edema did not altogether 
disappear they were kept under control and her confinement was 
natural. Looking back to her first pregnancy, there is a very 
distinct probability, in view of what happened in her second, that 
by attention to the state of the urine and to diet she at that 
time escaped eclampsia. 

Let me recapitulate, and state in less abstract terms what have 
been my practice and experience during the seven years I have 
specially watched the condition of the urine in pregnancy. 


1. Up to the 8th month the requirements of pregnant women, 
in almost all cases, are merely hygienic. Special attention is given 
to the need for daily movement of the bowels. 

2. From the beginning of the 8th month onwards, the urine is 
examined at stated periods and the diet regulated according to 
circumstances. 


3. Even though the urine be normal and the patient perfectly 
well, butchers’ meat is allowed but once a day from the beginning of 
the 8th month; otherwise there is no change in diet. 


4. According to my experience albumen is present in about 12 per 
cent. of pregnant women. I have not estimated what proportion of 
these show casts in the urine. Looking on albuminuria as an 
indication of toxemia of some sort, and on the absence or presence 
of casts as mainly showing a difference in degree of the toxicity of 
the blood, I have included and treated all cases without waiting for 
the development of active degeneration of the renal epithelium. 


5. Should a trace of albumen appear during the 8th month, fish 
and fowl are substituted for butchers’ meat and eggs, and fari- 
naceous foods are reduced. A glass of water is given four times a 
day between meals. Under this restricted diet the urine is ex- 
amined more frequently. It is found that the albumen in many 
cases does not increase. During the last two weeks of pregnancy, 
however, the purely nitrogenous and farinaceous elements of food 
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are discontinued and skimmed milk alone is given if there is still 
some albumen present. 

6. Should the albumen increase under this diet, the patient is 
kept on skimmed milk and farinaceous foods alone, together with 
fresh fruit and vegetables. A decided reduction in albumen gener- 
ally follows. In many cases the albumen disappears altogether. 

7. Should the albumen increase on this diet, skimmed milk alone 
is given (fruit and vegetables being allowed for lunch) and continued 
till labour occurs. These cases are rare. The quantity of milk 
given depends on the condition of the urine as time goes on. The 
more it requires to be reduced, the more the drinking water is in- 
creased, and the more necessary is it to rest, to reduce tissue waste. 

8. To again summarize these (3, 4, 5, 6, 7): in 88 per cent. of my 
cases of pregnancy, the diet is not altered in any way, beyond atten- 
tion to the standard rule that meat is taken but once a day during 
the 8th and 9th months. In the remaining 12 per cent., fish and 
fowl take the place of butchers’ meat and eggs. Should this be 
followed by an increase in albumen the patient is fed on milk and 
farinaceous foods alone, till labour occurs. Rarely, milk alone is 
required. 

9. Should albumen be late in appearing and be attended by 
edema, both purely nitrogenous and farinaceous foods are stopped at 
once and milk alone given. The earlier the albumen appears in preg- 
nancy, the more time there is to observe the effect of a fuller diet 
on the urine. 

10. Should the symptoms be those of impending convulsions, the 
patient is kept warm in bed, and all food, including milk, is with- 
drawn for 36 hours. Sips of hot water alone are given if the edema 
is great. If there is not much cedema, water is given in abundance 
to drink, saline rectal injections being also administered. Epsom 
salts are given in repeated doses so as to move the bowels freely, 
and the citrate and acetate of potash as diuretics. At the end of 
this time, labour may or may not be induced, according to the con- 
dition of the patient. 

11. In every case in which the urine has been carefully watched 
and the diet regulated, the albumen and edema have been under 
control, and no advanced symptoms such as cedema of the face, 
persistent headache or epigastric pain have developed; in other 
words, the first stage has been allowed to advance to the second. 
In the two cases already noticed, these points were not attended to. 

12. The patients willingly enter into the arrangement. They 
look on it as a matter of necessary routine, though sometimes they 
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neglect to send the samples of urine at the prescribed periods. It 
is no great hardship to the medical man, because the first test is for 
albumen and if this is absent no further test is applied. 
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Jones: Delayed Labour 


Some causes of delay in Labour; with special 
reference to the Function of the Cervical Spine 
of the Feoetus.* 


By Josrru Jones, M.D. (Vict.), Leigh, Lancashire. 


In an industrial district where, from time immemorial, the bulk of 
the obstetric work has been in the hands of midwives, it is not sur- 
prising that the attention of a medical practitioner should be forcibly 
directed to the delay which frequently occurs in labour. For he is 
chiefly called to tardy and difficult cases, his attendance on normal 
confinements being limited to those occurring amongst people in 
better circumstances, and to a few primipare in the working classes. 

My own experience of these urgent calls is that most of them are 
instances of delay without any grave anomaly in the size or relations 
of the parts concerned, the difficulties having been due to the follow- 
ing causes in the 383 cases recorded up to the time of writing :— 
Cancer of the cervix 1, tumour in the pouch of Douglas 1, brow pre- 
sentations 1, face presentations 2, unfavourable positions of head 
above brim of pelvis 5, large size of child 7, contracted pelvis 7, 
antepartum hemorrhage 8, transverse positions and prolapse of hand 
18, occipito-posterior positions of foetal head 45, rigor mortis in the 
foetus 3, anomalies of the cord 10, and other causes 125. 

To a large extent there is no doubt that protracted labour is a 
condition of modern creation. At all times the propriety of artificial 
aid has been a matter of the nice judging of probabilities, operation 
being indicated when its risks are less than those of refraining; and 
with an increased knowledge of the mechanism of labour, a greater 
skill in operative measures, the invention of better instruments, and 
the diminution of pain and danger brought about by the introduction 
of anesthetics and antiseptics, the drawbacks of operative inter- 
ference have been lessened. Therefore it is often practised nowadays 
at an earlier moment than would have been legitimate in times past. 
This has shortened the period allowed to a “natural” labour, and to 
this extent, “protraction” is a modern creation. But it must be 
admitted that before obstetrics was a science at all there were frequent 
instances of protraction which caused exceptionally great pain and 


*Based upon a thesis presented to the Victoria University of Manchester for the 
degree of M.D., for which a gold medal was awarded to the author. 
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danger, and these could not fail to be recognized as abnormal by even 
the most patient and those most ignorant of operative relief. The 
accounts of the death of Rachel in bearing Benjamin, and of the 
birth of Scipio Africanus, Claudius and Julius Cesar, and Macduff, 
clearly indicate that difficult labour was not unknown in other days. 

Opinions are neither definite nor unanimous as to what constitutes 
a “normal” labour. When certain unmistakable conditions are 
excluded, such as unfavourable presentations, there still remains a 
large number of instances where the question of the labour being 
either “normal” or “protracted” has to be decided by the personal 
judgement of the accoucheur. 

If he be skilful in operating, he may consider interference desir- 
able at an earlier stage than if he be averse from operation or if his 
experience of it be unfavourable. If he be sympathetic with the 
woman in her sufferings, or impatient of delay, he may note signs of 
exhaustion earlier than a man more callous or more patient would. 
To some extent this personal factor must always exist, as it necessarily 
makes itself felt in all branches of medicine and surgery. But it 
may be kept within due bounds bya consideration of the time allowed 
by well-known obstetricians, so far as their works are published. 

A reference to twenty of the best known books on midwifery pub- 
lished since 1726 shows a general agreement that a primipara may be 
in natural labour for about 24 hours, with a second stage of about 
2 hours; and that a subsequent labour ought to be over in half the 
time. The longest time regarded as a normal period for the second 
stage is 8 hours (Churchill): the shortest, 10 to 15 minutes for a 
multipara (Jellett). Many do not time the second stage separately. 
Sinclair says “there should be no delay in the second stage.” La 
Motte regards labour as normal, irrespective of its duration and 
“whatever part of the child presents, if it comes without help.” 
Meadows and Playfair state no limit, because, as they point out, to 
do so would imply that operative interference should always take 
place at that time (whether needed or not), and not earlier however 
urgently it may be required. 

My own practice in the absence of indications to the contrary 
has been to allow as much time as necessary to the first stage; and in 
the second stage, to consider, as a rule, no case protracted until it has 
been a full hour without any advance of the presenting part. Thus, 
if there is not a complete standstill, more than the two hours may be 
allowed to pass in the second stage without classifying it as protracted. 
“Protraction ” is not regarded as synonymous with “requiring opera- 
tive aid.” Some patients are saved from protraction by timely (if 
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temporary) interference, whilst others are left to nature, in spite of 
much delay. But on the other hand a case is considered protracted 
immediately that any remediable opposition prevents a few pains 
from driving the fetus onward. 

Amongst the causes of protracted or difficult labour, there are 
three that appear to me to have received inadequate notice in existing 
works, namely : — 


I. Anomalous conditions of the umbilical cord, 
II. Cadaveric rigidity in the foetus, and 
III. Failure of the movement of “extension of the head” in cases 
of vertex presentation. 


I purpose to devote a separate section to each of these subjects. 

The first is mentioned in all obstetric text-books; but few of those 
explain the mechanism of virtual shortening, and none as far as I 
am aware, has described the “ Blackwall hitch” action of the cord in 
arresting the progress of the fetus. 

Cadaverie rigidity is unnoticed by most writers. It is easily over- 
looked unless it be expected, and probably it is often left unrecorded 
when observed in practice. 

The third section is the one that I consider of the most con- 
sequence. It does not appear to have been recognized generally that 
in the first and second cranial positions of vertex presentation there 
is a distinct and separate movement between flexion of the head and 
its extension, in addition, of course, to internal rotation which “ is 
generally also still proceeding” (Galabin). I shall attempt to 
show :— 


(1) that there must necessarily be, and is, such an intermediate move- 
ment; 

(2) that it is an extension of the cervical spine of the foetus; 

(3) that it makes true extension of the head possible, where as a rule 
it would not occur without it; 

(4) that the extension of the cervical spine is accompanied by a 
“mechanical advantage” in the transmission of power to the 
head, which is progressively greater as the spinal extension 
increases ; 


(5) that the movement is therefore most easily arrested at its incep- 
tion; and more able to continue, the farther it has progressed ; 

(6) that it is about the beginning of this movement that delay is apt 
to occur in otherwise normal cases, and that when the move- 
ment has begun the patient’s progress is more rapid; and 

(7) the appropriate treatment. 
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I. ANoMALOUS CONDITIONS OF THE UMBILICAL CorD. 


In so far as the umbilical cord has any mechanical effect on the 
process of labour, its anomalies are best considered under the heads of 
length and of arrangement. 

i. Length. This is of little present interest. An excessive length 
of the cord seldom causes trouble. Real shortness is rare but its 
effects are obvious. The short cord of some of the lower animals is 
not a source of the same amount of danger, as the conditions of their 
birth are different. 

2. Arrangement. Practically, all the mechanical hindrance exer- 
cised by the cord is in connection with the manner of its disposal. 
It may be anomalous in respect of (a) prolapse, (b) twisting, (c) knots, 
and (d) loops. Discussion of the first three of these is omitted. 

Loops around the child are the most important anomalous con- 
ditions of the cord and are described by all writers. They are formed 
either by the child passing partly through a loop in a slack cord, or 
by rotations of the foetus causing the cord to coil around some part of 
its body, usually the neck. If the virtual shortening thus brought 
about be considerable, it causes great delay in labour by its dragging 
effect. I have noticed this in seven cases where no other apparent 
cause for the delay existed. (Nos. 28, 54, 114, 120, 197, 285, 321.) 
Indirectly also it retards labour in the later part of the second stage, 
inasmuch as it diminishes the head’s pressure on the perineum or 
pulls it away altogether, whereby the normal reflex stimulus to the 
uterus is wanting. But the same effect may be produced when the 
cord only passes around the neck once, if the placental end be the 
shorter and so arranged that it compresses the loop on the foetus 
causing the loop to jam. This is the principle of the Blackwall hitch 
(fig. 1), an arrangement much used by sailors for temporarily attach- 
ing a weight to a hook. The end « is free but is tucked under the 
end y, as shown in the figure, in such a way that any tension on y 
serves only to jam z upon the hook. The hitch will not slip so long 
as tension is maintained on y, but is easily unfastened when necessary. 
Generally the loops do not jam, but slip round the neck until the 
slack part between them and the umbilicus is taken up. If the cord 
is then long enough, the child may be born naturally; if not, the 
effects of shortening still remain. That this slipping sometimes 
takes place is demonstrated by the breakage of a full-length cord near 
the umbilicus in one case (197), at a part where, otherwise, there 
would have been no tension. It is only in the absence of the vernix 
caseosa, and after the escape of the liquor amnii that there could be 
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enough friction to enable the Blackwall hitch action to come into 
operation; but it is enough to account for, at any rate, some of the 
tardy cases. Thus another case (in which however the cord went 
three times around the neck) had the placental end much the shorter 
after division (181). 

Complicated loops may form and cause greater shortening. A case 
(285) of this is shown in fig. 1, in which A is sketched from a model 
and B from both the model and the original child. At birth the cord 
was around the neck as at B, and pulled tight. The foetal movements 
had been very vigorous up to nine days before delivery, when the 
mother, who was of a nervous temperament, got a shock in the street, 
caused by hearing a woman who was near her suddenly shriek out on 
seeing her child run down by a tram-car. The same evening she felt 
a violent jump in the uterus, from which time onward there were no 
more movements. At birth, which was slow, the foetus was macerated 
and apparently had died about nine days previously. The jump had 
the effect of causing the head to pass through a bight in the cord, or 
of drawing tight an existing loop. It seems probable that the loops 
may have begun as a Blackwall hitch (A, fig. 1) the head subsequently 
passing through the bight 6. An experiment with the model proved 
that the hitch A held firmly when y was pulled on, and that it was 
converted into B by passing the bight over the head and changing the 
direction of y as indicated. 

Besides causing virtual shortening of the cord, with its attendant 
evils, loops around the neck may have indirect effects on the course of 
labour, as is well known, by causing the death of the fetus. Death 
occurs in | in 38 of such cases (Guy and Ferrier): and death of the 
foetus makes for slowness of delivery. 

Loops may also cause tardiness by altering a normal presentation 
that has not become confirmed into a less favourable one. Two cases 
of delay came under my notice (28 and 242) in which the head did 
not engage the brim properly because it was drawn aside early in 
labour by a cord around the neck. Also I have had reason to believe 
that some occipito-posterior positions were caused by the foetus being 
rotated on its long axis by a cord pulling on a part that enabled it to 
exercise torsion. In one L.O.P. case for instance (181), the cord was 
coiled three times around the neck, the placental end being short and 
tight, the umbilical longer. While it may have been that the rota- 
tion was the last cause of this great degree of tightness, it is quite 
possible that a cord, anchored above and coiled around a descending 
part, would by its tension cause rotation just as a pegtop is made to 
spin when started by the overhand throw. If the tension on the cord 
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becomes great before the head has begun to be forced into rotation, 
this action of the cord is sure to come into play. It will cause in- 
ternal or external rotation according to the direction of its winding. 
Its effect in this process will be more marked when it bears on any 
part, such as the shoulder, which is further from the long axis and 
so exercises greater leverage. 


II. Capaveric Ricipiry IN THE Fetus. 


It is difficult to understand why the subject of cadaveric rigidity 
in the unborn child is passed over in silence by so many writers alike 
on obstetrics and on forensic medicine. 

For if its occurrence be admitted, it becomes a matter of interest 
to obstetricians from its obvious power of causing delay in labour; 
and if it be denied, then the importance of the existence of rigor 
mortis as a sign of live birth must necessarily appeal to medical 
jurists. 

It appears that at one time there was a moderately prevalent 
opinion that still-born children did not stiffen, an opinion which has 
but recently been challenged. 

Thus, Parkinson, in 1874, described a case in which “a respectable 
young woman was charged with the wilful murder of her newly-born 
infant; and the medical witnesses (one of them a gentleman of the 
highest professional standing) gave it as their opinion that the child 
had been born alive from the rigor mortis, and the fact that some 
wounds inflicted on the child’s person were ‘gaping’; and thought a 
post mortem examination unnecessary to prove the independent exist- 
ence of the infant.” And Tissot states that “it has always been 
denied that the foetus has this property [of stiffening].”” On the other 
hand, Taylor, in describing two cases, states that when present it does 
undoubtedly interfere with delivery in spite of statements to the 
contrary.” 

Most of the English literature about this condition is by 
Ballantyne, who has collected the isolated reports of 29 cases, and has 
cited Tissot as showing experimentally that intra-uterine rigidity 
actually occurs. He says further that “it is quite likely that on 
account of the feeble development of the muscular system, the rigidity 
may be less marked and of shorter duration than that seen in the 
adult or child.” 

Trimmer records a borderland case, in which, the child having 


recently died owing to prolapse of the cord, stiffening began half-an- 
hour after birth. 








Jones: Delayed Labour 413 


The matter is alluded to as a possibility by the Barneses and by 
Fothergill. 

Van Oordt, of Rotterdam, mentions forty-nine cases; forty col- 
lected by Maats, one each by V. Guérard, Dienst, Cazeaux and 
Hermann, and four by Wolff. 

After these statements, and particularly the lists collected by 
Ballantyne and Van Oordt, and the four cases I have cited later, 
there can be no doubt that every full-term child which dies 
in utero, stiffens. But unless the period of its rigidity happens to 
coincide with or overlap the period of delivery, the rigidity cannot be 
observed : in all cases the circumstances tend to its concealment. 

A still-born child may have died, stiffened, and relaxed before 
delivery ; or it may be born before it has time to stiffen; or it may be 
delivered in a state of rigor mortis. 

The first can only be detected in the very unlikely event of the 
child being directly palpated in utero while still rigid. In those 
which are born newly dead (e.g., Trimmer’s case) the condition is 
usually overlooked, since it is uncommon, unexpected, and generally 
unimportant at the moment; and because more serious matters claim 
the accoucheur’s attention. “Seitz, who only knows of twenty cases, 
makes a point of the number that are overlooked, since ‘always when 
the child is still-born it is put on one side; all the concern is for the 
woman.” (Van Oordt.) 

Even in the third class, where the rigor mortis is actually present 
during birth, its detection is not certain; for if the accoucheur had 
leisure to look for it, the rigidity may have been largely broken down 
by the necessary adaptatory movements of the foetus in its passage. 

For these reasons it is important to publish every case observed, 
with as full a statement of its details as circumstances permit. 

An instance observed by my uncle, B. Jones, is recorded in the 
British Medical Journal, vol. ii., 1885, p. 963, and is included in 
Ballantyne’s list. Appended are accounts of three that came under 
my own notice. 

In the former (214) the patient was a primigravida of about 35, 
somewhat sparely built, and in good health. She was examined by 
a colleague at 6a.m., and found to be in the first stage, the child 
being alive. I visited her at 1la.m., and found her at a standstill 
with the os quite fully dilated; the vertex presenting in the right 
occipito-posterior position; the cord prolapsed, nipped between the 
head and the pelvis, and pulseless. Chloroform was administered, 
and the head was rotated by hand into the R.O.A. position, and drawn 
down and extended with forceps. Delivery was slow and tedious. 
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The accommodatory movements of the upper half of the child’s body 
were stiff and imperfect, causing difficulty in the extension of the 
head and in the delivery of the shoulders. At birth the left elbow 
was found to be rigidly flexed at a right angle, the hand flexed at 
the wrist, and the fingers and thumb half flexed. The whole of the 
upper half of the child was rigid except where it had been loosened 
in delivery, but the legs were still flaccid. The child was of average 
size. 

A later case (380) occurred on July 12th, 1906. The mother was 
a rather small primigravida of 20 years. The breech presented in 
the L.S.A. position, the head passed very slowly through the pelvis, 
pulsation in the cord ceased at midnight, and the child, which 
weighed 9 lbs. 10 0zs., was born half-an-hour later. At birth the 
eyelids had stiffened, the jaw muscles were just beginning to stiffen, 
and the rest of the body was flaccid. About lla.m. the same day 
rigor mortis was present in the eyelids, jaw muscles, the long flexors 
of the fingers, the latissimi dorsi and the lower part of the trapezius. 
The muscles of the spine and legs, and the larger muscles of the arms 
were flaccid. 

The known facts of rigor mortis would lead us to expect a rapid 
onset in a very young baby, but @ priori there is little to indicate 
whether an unborn child becomes rigid more or less rapidly. 
On the experimental side, Tissot demonstrated that foetal kittens, 
caused to die by killing the cat, stiffened much more quickly when 
left in the body of the mother than when removed therefrom. They 
perished from asphyxia, as did the child in the first case I have re- 
corded. Here the child was alive in the first stage, some six hours 
or less before delivery; and it is very probable that the circulation in 
the cord was not arrested until three or four hours later, though it is 
impossible to say accurately when death took place. The rigor 
mortis was oncoming, as shown by the legs being free, whilst the 
upper part of the body was all rigid; had it been passing off, the legs 
would have been the last part to remain rigid. The onset may have 
been rapid, as above suggested, or it is possible that the true rigidity 
may have been preceded by cadaveric spasm, since that condition is 
apt to be brought on by the toxic action of carbonic acid in those 
who are suffocated. (Dixon Mann.) 

Van Oordt appears to be prepared for this possibility. He points 
out that many of the subjects of rigor mortis on his list died whilst 
the mother was suffering from eclamptic fits; and he suggests that the 
child was also in a state of cramp which might pass into rigor mortis. 
He admits, however, that the suggestion is discounted by the attitude 
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in which the foetus always stiffens—the typical intra-uterine resting 
attitude. B. Jones’s case, in whatever way it began, was undoubtedly 
one of true rigor mortis, as the stiffness increased after death, and 
lasted about 30 hours. 

My second case is interesting not only as furnishing additional 
proof that a still-born child will become rigid, but because it shows 
that all those muscles remained flaccid which were freely moved 
during the first half-hour after death. Much might be written about 
this from the physiological and the medico-legal points of view. 


Many observations are needed, under varying conditions, as to the 
period elapsing between the last sign of life and the discovery of the 
rigidity, before an opinion can be formed of its rate of progress. 
Apparently all that can be said so far is that at any rate its incidence 
is not delayed by the intra-uterine station of the child. 

I cannot discover that the stiffness occurs more frequently in the 
practice of those accoucheurs whose religion does not permit them to 
perform embryotomy until they are certain that the child is dead. 


As to immature foetuses, Casper says he has never observed stiffen- 
ing in them, but he is not prepared to deny its occurrence. Hermann 
considers that foetuses under 7 months old do not stiffen, and 
Van Oordt places the limit at the time of quickening. Certainly a 
7 months’ child is liable to the rigidity, for I recently attended a 
patient (no. 383) who was delivered suddenly of a 7 months’ child, 
which was so stiff, that, in spite of its weight being only 3} lbs., it 
caused a rupture of the perineum to within half-an-inch of the anus. 
The moment of death was not ascertainable; the cause was premature 
detachment of part of the placenta. The child was in the usual 
intra-uterine resting attitude. 

Ante-natal rigidity is of twofold importance. First, it makes 
labour difficult in proportion to its extent; and secondly it may be of 
consequence in medical jurisprudence. 

Its treatment is largely a question for academical discussion. 


III. FarLure oF THE MOVEMENT OF EXTENSION OF THE HEap. 


Though the passage of the child may be arrested at any point in 
its course through weakness of the expelling forces, there is a class 
of cases of delayed labour that appears to merit separate consideration 
on account of their frequency; since in my record of 383 cases, no 
fewer than 42 present the following peculiarities. 


They are cases of vertex presentation, in the first or second 
position ; cases not complicated by deformity of the pelvis, large size 
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of the child or other abnormality; cases in which the uterine con- 
tractions are only slightly weaker than usual, if indeed any weakness 


at all is perceptible; and which yet cease to progress when the head 
has reached the pelvic outlet. 


Up to the situation which I shall indicate more fully below, the 
advance has been at a normal rate; and when, from any cause, a 
slight further advance has been made, the natural rate of travel is 
resumed. They are evidently the cases of which De la Motte wrote: 
“et celui qui est contre nature se termine souvent en une instant, 
lorsqu’il est executé par une main adroite and experimentée.” I 
found, indeed, in my cases, when the forceps was used, the amount of 
force required was exceedingly small. The impression derived from 
its employment was that the head required guidance rather than 
traction; and the operation was almost as delicate and gentle as the 
“tour de maitre” in passing a catheter. Further, I found, as hinted 
above, that if the forceps was used it might be removed as soon as 
the head had begun to extend, and the case be left to nature in the 
confident expectation of a timely finish. Thus the patient in one 
case (111), quickly finished the expulsion when the head had been 
helped for a distance of only 13 inches; another (348) for 1 inch, and 
a third (205) during two easy minutes; while most of the cases were 
“very easy” as regards the forceps, and finished quickly and natur- 
ally after the removal of the instrument. The situation of the head 
was slightly different in different instances; but always it was be- 
coming engaged, or about to become engaged, in the outlet of the 
pelvis. That is to say, the plane of its greatest diameter, at right 
angles to the curve of Barnes, was in the outlet, or a little above it. 
In all cases the head was fully flexed, the internal rotation in a 
varying stage of accomplishment; and generally the perineum was 
still lax enough to allow the tip of the coccyx to be palpated per 
vaginam, but the finger could seldom be introduced between the 
anterior surface of the coccyx and the fetal head. By separating 
the labia a partial view of the scalp could be obtained. 


As nearly as the location of the head can be defined in a single 


phrase, it may be said that it wassuch that the movement of extension 
was about to begin. 


There is no doubt that in classification these cases must be placed 
under the heading of uterine insufficiency; but it is worth while to 
enquire why the effect of that insufficiency should be observed so 
often in the same limited part of the tract. 


What conditions undergo change at this place? 
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They are those which concern :— 
(1) the width of the parturient canal; 
(2) its direction ; 
(3) the movement of internal rotation of the head; 
(4) the “extension of the head.” 


1. The most important of these conditions is the DIMINUTION IN 
THE WIDTH OF THE CANAL, which makes the inferior strait the tightest 
part of the pelvis. This alone may be enough to arrest a head that is 
propelled less forcibly than usual. But the other conditions, though 
less powerful, are by no means without effect. 

2. THE DIRECTION of the canal hitherto has been nearly in line 
with the axis of the uterus, whereby the thrust of the latter has been 
exercised in pushing the head through the pelvis without much re- 
sistance apart from that of the os uteri. The head being now caught 
in the lower part of the hollow of the sacrum, the same thrust tends 
to jam it more firmly there.* Having gone as far as it can in this 
direction, it must move, if at all, downwards and forwards over the 
surface of the sacrum and coccyx, increased friction being the result, 
I shall show presently that this friction, together with that due to the 
narrowing of the parturient carial, is overcome in natural circum- 
stances by the mechanical gain from the connecting-rod action of the 
cervical spine; but at the present it is sufficient to note that its 
occurrence is another factor in retarding the delivery. 

3. The amount of INTERNAL ROTATION that may have occurred 
previously to the stage under discussion is very variable; but what- 
ever its extent, it has been the easiest part of the movement. At first 
the head is turned from the transverse diameter to the oblique owing 
to the large size of the latter. Next it comes to the ischia. The effect 
of the inclined planes of these is denied by German obstetricians 
(Playfair), and Galabin, who describes their screw-like action fully, 
admits that “when the head does not fit tightly to the bony pelvis, 
the shape of the latter has less than the shape of the elliptic outlet in 
the sphincter vagine to do with the rotation of the head.” 


On the other hand it must be noted that Leishman, agreeing with 
Tyler Smith “that the key to the pelvic mechanism, in an 
obstetric sense, may be said to be the spinous processes of the ischia,” 


*It is assumed that the waters have escaped. In the unusual event of the mem- 
branes being still entire, the direction of the force is modified, since the general 
intra-uterine hydrostatic pressure drives the presenting part in the direction of least 
resistance, i.e., along the curve of Barnes. 
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considers that the anterior inclined plane sends the occiput forward, 
though the posterior one has little effect on the forehead. 

In any case, the head undergoes but a slight amount of rotation in 
the course of a long descent through the pelvis. Its motion resembles 
that of an Archimedean drill. The screw of this instrument has a 
“quick pitch”; so that when the runner is moved up and down, the 
screw revolves freely. Such a drill may have a screw of ? inch in 
circumference, with one complete turn in 1} inches lineally. Thus a 
longitudinal movement of an inch and a half results in ? inch of 
lateral displacement of any given point on the screw—an easy move- 
ment. The ridges on the pelvic surface of the ischia, however, are 
not so well marked as the spiral projectionsofadrill. They are even 
less prominent, for instance, than the lands in the barrel of a rifle, 
and these will spin a bullet only if it fits them tightly. In many 
pelves the eminences are not to be detected at all. Therefore the 
amount of resistance opposed to the passage of the head by the 
movement of rotation is, up to this stage, slight. 

But from this stage onward, the conditions are very different. 
Instead of a slight rotation occurring during the progress of a long, 
onward movement, it is now necessary that the head should rotate a 
good deal with almost no advance at all; and it is further impeded to 
some extent by the twist of the neck, the shoulders being fast in the 
oblique diameter opposite to that in which the head lies. “When 
the head is sunk completely into the cavity of the pelvis, and ap- 
proaches the external opening, the posterior fontanelle is still found 
corresponding to the left obturator foramen. If the finger be intro- 
duced nearly in the centre of the pubal arch . . . its point will touch 
pretty exactly upon the middle of the superior and posterior quarter, 
sometimes the middle of the posterior half, of the right parietal bone. 
. . . By continued pressure of the uterine contractions, the posterior 
fontanelle at last gradually moves itself by slight degrees, repeated 
at equal intervals, in a direction from left to right (frequently more 
or less from above downwards), and the occipital bone advances from 
the side of the pelvis under the arch of the pubes.” (Naegele.) The 
forces causing the completion of rotation are those of the resistance 
of the narrowed posterior and lower part of the pelvis, and of the soft 
parts of its floor. Leishman regards the projection of the ischial 
spines, and the narrowing of the transverse diameter it produces, as 
of importance in assisting rotation; but the greatest factor, and the 
one which only comes into play late, is the “gutter” action of the 


converging halves of the pelvic floor (Naegele, Dakin, Fothergill and 
others). 
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The head being an ovoid body, repeated thrusts on to the pelvic 
floor have the effect of making its long axis come to lie in that of the 
gutter; and it is not able to undergo much advance or much extension 
until this has occurred. The rotation now resembles that of a screw 
with a “slow pitch,” such as that of a copying press. Measurements 
taken from an ordinary apparatus of this kind show a screw of 
23 inches in circumference and making 2} turns in one running inch. 
Thus in 13 lineal inch of this screw there is a lateral displacement of 
over 10 inches. Hence it is only with very great difficulty made to 
rotate by a force applied in the direction of its axis. Though the 
ratio of the rotation in the upper part of the pelvis to that in the 
lower is not necessarily the same as the relation between the two 
screws described, it is obvious that any slight additional difficulty, for 
example a somewhat tighter fit than usual or scanty lubrication of 
the parts, is an obstruction which by nature can only be overcome 
with the expenditure of much time and effort. 

4, THe Movement or “ EXTENSION OF THE Heap.” So far as I am 
aware this movement has not been very thoroughly studied. Because 
the uterine thrust tends to force the head downward and backward, 
and the resistance of the pelvic floor is in a forward direction, and 
there is almost no resistance opposed to the vertex, it appears to be 
assumed by most obstetric authors that the head extends easily and 
without further impediment. Dakin, however, clearly recognizes 
that there is something more taking place than mere extension of the 
head at the occipito-atlantoid joint, for he writes (Encyclo. Medica) : 
“The head makes now a different angle with the trunk from the one 
existing before it entered the lower part of the canal. Since its 
dorsal surface is looking forwards, the head necessarily becomes less 
flexed than before, and finally extended. The nape of the neck is at 
this time applied to the back of the symphysis, and its movement 
along this surface, which is the inner side of the curve, is very re- 
stricted compared to the large movement made by the anterior part 
of the head along the posterior wall of the canal formed by the pelvic 
floor and perineum. The chin probably leaves the sternum to some 
extent during this extension.” Leishman and Fothergill also show 
that extension of the head begins when the occiput is outside the 
vulva. 

I think, however, that more emphasis should be laid on the part 
played by the cervical spine. 

I shall endeavour to show that the movement is not merely 
between the head and the trunk, but that there is a true extension of 
the neck preceding that of the head and facilitating its occurrence; 
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and that the movement is accompanied by a mechanical gain in the 
transmission of power to the head. 


A. The occurrence of extension of the neck; and its accommodatory 
uses. 
First, let it be supposed that the cervical spine does not extend. 

It has already undergone as much flexion as it can; therefore, in 
respect to its antero-posterior direction it must be regarded as rigid. 
As shown in figure 2, the following three forces are at work :—-(1) the 
uterine thrust CB applied through the spinal column to one end, B, 
of the beam AB; (2) the resistance DA of the sacrum, applied to the 
other end of the lever AB, and acting at right angles to the surfaces 
in contact ; and (3) the resistance HB of the pubes FE at right angles 
to the virtual surfaces of contact FE. 


Note. In this figure the cervical spine is supposed to be rigid 
(false hypothesis). Being rigid, and the thrust in the direction CB, 
the effect of its bearing on the pubes at E is the same as if the pubes 
lay from F to E, 2.e., it is a resistance at right angles to all parts of 
the thrust CB. To simplify the figure, the symphysis is therefore 
dotted in as occupying that position. 

The resultant of CB and HB is GB, parallel with DA produced. 
DA and GB form a “couple” acting on the head lever AB and tend- 
ing to bring about a further flexion of the head. With a thrust of 
50 lbs. the coupled forces DA and GB have each a magnitude of about 
65 lbs., in the position given in the diagram (construction). 

It is thus seen that the effect of the forces at work is to produce 
further flexion, and not extension. 

The position of the head a little higher or lower in the pelvis 
makes no difference to this, unless accompanied by such an alteration 
in the relations of the parts that the line DA, fig. 2 representing the 
forces in the sacral segment of the pelvis, passes below the occipito- 
atlantoid joint. Should this occur, it would make for extension. 

With the object of ascertaining whether such a disposition of the 
parts occurs in nature, an experiment was made with a female pelvis 
and a feetal skull in this manner. The fetal skull was fitted with a 
model spine consisting of a piece of white India-rubber tubing, about 
a quarter of an inch wide, stiffened by a thin iron rod inside; and 
having an iron wire pin passed transversely through it, a little to one 
side of the middle line of the tube to avoid the iron rod. The trans- 
verse pin rested in two loops, one on each occipital condyle, made by 
passing copper wire through holes drilled in the bone. A hinge joint 
was thus formed; and super-flexion was prevented by making the rod 
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and tube long enough to pass into the cavity of the cranium through 
the foramen magnum. The rod was placed posteriorly to the trans- 
verse pin, and so adjusted as to check excessive flexion by impinging 
on the posterior border of the foramen. By withdrawing the rod, the 
spine could be rendered pliant. The skull, flexed on the spine, was 
placed in the pelvis and thrust as far down as possible, keeping the 
spine parallel with the axis of the brim. A pad, a quarter of an inch 
thick, made black to prevent confusion in the photograph, was placed 
between the “spine” and the pubes to represent the thickness of the 
part of the foetal spine that lies behind the line of the centre of the 
occipito-atlantoid articulation. It was found that the thrust on the 
spine caused firmer flexion of the head and no tendency at all to 
extension. The experiment was repeated in a similar way after the 
long axis of the head had been completely rotated into the antero- 
posterior plane of the pelvis. The position was fixed by the vice seen 
in the figure, the cavity of the pelvis filled with black cloth to increase 
the clearness of the illustration, and a photograph taken (fig. 3). In 
neither case was there the least trace of a tendency to extension: on 
the contrary, a greater thrust on the spine resulted in a more firm 
flexion. 

The extension of the coccyx which in life occurs at this point 
does not affect the subject under discussion. Such extension in- 
creases the antero-posterior diameter of the outlet, but its influence 
in allowing further direct descent of the head is slight. Unless the 
neck extend, the head must either come to a standstill or be driven 
through the perineum. (Leishman mentions the occurrence of the 
latter from a cause not stated, the fourchette remaining entire). 

Therefore, with a rigid spine, extension of the head does not 
occur. There is space in which the head could extend partly, if the 
forces were favourably directed; but as I have shown they are not so 
directed. 

It is conceivable that a very slight alteration in the relations of 
the parts might so change the forces as to make extension (of the 
head) possible, but it is obvious that the same forces cannot produce 
both flexion and extension. There is a “dead centre” to be got over. 
And I purpose showing that this is effected by the occurrence of ex- 
tension of the neck. It will be seen in figs. 2 and 4 that the line DA 
representing the pressure of the sacrum and adjacent parts on the 
head tends to flex it further, not to extend it. Since further flexion 
of the head is not possible for the reasons already set forth, the head 
and part of the neck below the line be (fig. 4), must be regarded as a 
rigid body, to flex or extend as a whole. This being so, the effect of 
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the forces is to rotate (mechanically, not obstetrically) the head and 
upper part of the neck in the direction shown by the arrows in the 
triangle abc, fig. 4, or in other words to produce extension. But it : 
must be noted that this extension is not of the head, i.e., a movement 
at the occipito-atlantoid joint, but of the spine. It is an intermediate 
stage not usually described, between flexion and extension of the 
head. There is another reason why the head itself does not extend 
at once, and that is, that its extension is almost immediately arrested 
by the widest part of the occipital bone becoming caught by the sides 
of the pubic arch. The occipito-atlantoid joint is still too high and 
too far back in the pelvis to allow this diameter to clear the arch. 
The head in fig. 3 became thus scotched when an attempt was made 
to extend it. 

From a consideration of figure 4, it is apparent that if the posterior 
surface of the symphysis be not parallel with the long axis of the 
uterus, but diverges from it at its lower part, and if the neck 
remain rigid (false hypothesis), there must be an angle xyz between 
the back of the neck and the symphysis; and the forces at work are 
such as would tend to make the head and neck slide forward and fill 
up the space. Of course, in the figure this gap is much exaggerated, 
for the sake of clearness in illustrating the principle. In nature the 
spine, being sufficiently flexible, extends as soon as possible and the 
chasm is potential rather than actual. 


The circumstances in which this absence of parallelism between 
the uterine axis and the anterior wall of the parturient canal comes 
into operation are as under. 

1. When the posterior (or upper) surface of the pubes is inclined 
to the brim at an angle greater than 90°. This condition is seen in 
figs. 3, 4, 5, 7, 8 and 9. 

2. When the fundus of the uterus is resting more forwards than 
usual. This alters the uterine long axis and produces the same 
divergence. 

3. When the posterior (upper) surface of the pubes is of its usual 
convex shape. In this case, the lower part slants forwards, away 
from the line of the uterine thrust. 

4. A similar space for extension is afforded where the anterior 
wall of the vagina ceases; thus when any of the fetal vertebrae have 
descended below the level of the uppermost part of the pubic arch, 
there is no obstacle to the movement. 

5. When the symphysis is situated more upward (forward) than 
usual in relation to the sacrum, the neck is liberated earlier, and 
the extension can begin sooner. 


Jones: Delayed Labour 423 


6. The same effect is produced when the symphysis is shorter than 
usual, at the expense of its lower part; which is practically the same 
condition as the last; 

7. or when the sacrum is straighter than usual. 

8. If the head is small in proportion to the size of the pelvis, 
further progress in the line of direct descent is possible than in the 
case of a large head. Thus a small foetus has more of its spine avail- 
able for extension than a large one—an additional reason for its 
easier delivery. A continuation of the experiment previously re- 
ferred to demonstrated that when the upper part of the spine was no 
longer rigid, a further thrust on it caused the head to be born easily 
(fig. 5), the spine extending, and carrying the head with it. The 
extension (spinal) begins as soon as the atlas and axis vertebre are 
free to move forward behind the symphysis. The principle is the 
same whether only these two, or more, vertebre are concerned. But 
the more they are extended the more does the thrust become directed 
forward as shown in the photograph (exaggerated). 

This in itself is a favourable direction of the force; but its chief 
importance lies in its bringing the head into a better position for true 
extension. 


First, as the movement goes on, a progressively larger part of the 


head is below the occipito-atlantoid joint, until, after a variable 
time, the line of pressure of the tissues in the posterior part of the 
pelvis passes above (speaking in terms of the foetus) the joint, and true 
extension of the head at once begins. And secondly, as the joint 
takes up a position lower in the pelvis and nearer the front, it enables 
the occiput to clear the pubic arch (contrast fig. 3, from which 
position the head can extend very little). That the whole movement 
of “extension” is not solely cranial about a fixed point, 7.e., the 
occipito-atlantoid joint, is demonstrated by the early part of the track 
of the forceps, when it has to be employed to help a patient in this 
condition. It is seen to move forward bodily almost in the are of a 
circle, and not to be suddenly turned with the handles to the abdomen, 
using the occipito-atlantoid joint as a fulcrum. This corresponds 
with the movement described by Playfair in describing extension. 
He writes :—‘ As soon as the occiput has passed under the arch of 
the pubes, and is no longer resisted by the anterior pelvic walls, the 
head is subjected to the action of two forces: that of the uterine 
pressure acting downwards and backwards, and that of the resistance 
of the posterior walls of the pelvis and the soft parts acting almost 
directly forwards. The necessary result is that the head is pushed in 
a direction intermediate between these two opposing forces that is, 
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downwards and forwards in the axis of the pelvic outlet.” Without 
discussing the possibility of the neck having any mechanical im- 
portance, he indicates the course taken by the head, which course is 
without doubt that of a head sliding forward, not extending. This 
sliding movement cannot occur without extension of tle cervical 
spine. The point receives further confirmation in the following 
extract from a review by Fothergill in the Practitioner of Mathew’s 
“Clinical Observations on 2,000 Obstetric Cases.” 

The reviewer writes :—“ We have learnt from the study of frozen 
sections that ‘extension’ does not occur until the sub-occipito- 
bregmatic diameter of the head is born. Dr. Porter [Mathew] con- 
firms this clinically. ‘I have convinced myself,’ he says, “by ex- 
amination per rectum’ that the chin does not leave the sternum until 
the major diameter of the head passes the vulval outlet.’ He goes on 
to say that, when delivering with ordinary forceps, most people carry 
the handles forward too soon—that is, cause ‘extension’ too soon, and 
rupture the perineum by bringing over it a larger diameter of the 
head than is necessary.” 

Although neither Mathew nor Fothergill mentions cervical exten- 
sion, the fact of its occurrence follows as a corollary upon their 
remarks: for the “major” or “sub-occipito-bregmatic diameter” 
cannot possibly pass the vulvar outlet without very considerable 
extension of the spine. 

The statement that, “most people carry the handles forward too 
soon,” also illustrates the point referred to in connection with fig. 3. 
If extension of the head be instrumentally caused at too early a stage, 
the head and forceps together form a lever of the first order. Its 
fulcrum is the point of contact between the occiput and the “descend- 
ing” rami of the pubes: the power is applied at the handles; the 
“weight” is twofold; (a) part of it is the traction on the spinal 
column, and (6) part the pressure, on the perineum, of the forehead. 
While the trunk is drawn down by the spine, the occipito-fontal 
diameter extends, and is liable to cause a very serious laceration of 
the perineum, in marked contrast to the easy passage of the sub- 
occipito-bregmatic diameter (figs. 5 and 9). 


B. The mechanical advantage gained by the extension of the cervical 
spine. 
The function of the cervical spine in the mechanics of “extension” 
is similar to that of the “connecting-rod” of a steam”engine. 
The expansile force of the steam is delivered as a straight thrust 
(alternating, or not, with a pull) by the piston-rod BA, fig. 6. The 
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thrust, given undeviatingly in one direction, is made to turn a crank, 
by means of the connecting-rod, through the are of a circle. The 
remote end A of the piston-rod works in a slide which enables it to 
travel truly to and fro in a straight line. To this end is joined the 
connecting-rod AE, whose other end is attached to the crank at E. 
The forces applied to the joint A are BA that of the engine, in the 
axis of the piston rod; the resistance CA of the slide at right angles 
to its surface; and the resistance EA of the connecting-rod. If the 
parallelogram of forces be completed, the resultant of BA and CA is 
found to be AD, in line with AE. Thus a force applied at B in the 
direction BA results in movement of the crank in another direction. 
The well-known fact in engineering also is to be observed, that the 
magnitude of the resultant AD is greater than that of the original 
force BA. And it is to be noted that when once the connecting-rod 
movement has started, the mechanical advantage increases pro- 
gressively as the inclination of the rod becomes greater. The figure 
shows that the resultant AD, where the degree of inclination is slight, 
is less than AH, where the inclination has proceeded further. 
Where no inclination has taken place, the mechanical gain is of 
course nil. 


In the human subject, the piston-rod is represented by the trunk 
of the foetus; the slide by the thorax and arms which prevent the 
spine approaching the sacrum; and the connecting-rod by the neck. 
The thrust of the uterus then results in a diverted movement of the 
neck and a travelling of the head in the direction of the outlet. We 
have thus a gain in space, and there is of course the same gain of 
power as in the case of the steam engine. Sometimes the gain in 
space resulting from the diversion of the thrust may not be great, but 
in the adjustments that are necessary for the passage of the foetus its 
influence is often considerable. A simile employed in another con- 
nection by Professor Sir Wm. J. Sinclair might well be used here, 
namely, that the difference in comfort between a shoe that fits and 
one that pinches is out of all proportion to the very slight difference 
in construction. 

In order further to demonstrate and verify these arguments, a 
wooden model has been constructed as indicated by the annexed 
figures which are taken from it. 

It is not a full representation of the movements that occur; 
because, being on the flat it cannot represent spiral movements such 
as internal rotation, or movements in any other plane. But it serves 
to illustrate the principles referred to. 

The pelvic part consists of a flat board having fastened on to it 
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shaped pieces of wood representing the pubes, sacrum and coccyx. 
The fetal part comprises a silhouette of the foetal head in sagittal 
section, and a wooden rod to act as a spine, connected together by a 
brass pin to represent the occipito-atlantoid joint. 


The flat board, the inner edges of the pubes and sacrum, and the 
circumference of the head are well lubricated with black-lead to 
diminish friction. Several slopes and varying dimensions of the 
pelvis have been tried, within reasonable limits, without effect on the 
action of the model. 


The disposition from which the figures have been made shows the 
symphysis, pubis inclined away from the axis of the pelvic brim to an 
unusual extent (fig. 7). 


As a rule this angle is one of 90 to 100 degrees with the plane of 
the brim, the posterior or lower part of the symphysis being curved 
forward or everted (as the lower borders of the “descending ” rami of 
the pubes are) making an angle of about 15 degrees or more with the 
axis of the brim. The line of the thrust of the uterine action has 
been assumed to be parallel with the axis of the brim; and this being 
so, there would be no advantage in curving the rod representing the 
foetal spine. It has therefore been made straight for the sake of 
simplicity. Ignoring internal rotation, figure 7, indicates the furthest 
descent that the head can make in the line of thrust. 


In this position the movement of extension of the head would very 
materially assist in the delivery of the head; but it does not occur. 
Instead with the skull bearing on the sacrum as shown, the tendency 
is for further flexion to take place. (The spinal thrust is maintained 
in a constant direction by the spine being kept between guide pins.) 


Anatomical arrangements prevent this movement of superflexion 
in life, and a stop-pin has been added. to secure the same end in the 
model. The result is, that, with a rigid spine, a state of stable 
equilibrium is reached, in the position just indicated. Now if the 
line of the thrust could be as much inclined from back to front as in 
fig. 8, most of the head might be born from a very roomy pelvis, with- 
out any extension of the spine; and true extension of the head would 
complete its delivery. This is a position that the uterus cannot by 
any means take up, but an approximation to it can be had if it be 
allowed that the neck may extend. Let the movable cervical spine 
be represented by a separate strip of wood (too long in the figure) 
working on a pin joint at the occiput and also at its junction with the 
dorsal spine (fig. 9); and let the same thrust as before be applied to 
the intra-uterine part of the spine. The cervical part extends and 
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the head advances without any difficulty and with an unmistakable 
connecting-rod action. 

In order to demonstrate the almost self-evident proposition that a 
connecting-rod action can be performed by a structure like the spine, 
which is composed of several pieces instead of being a rigid bar, an 
artificial neck spine was made of a leather strap, attached rigidly to 
the wooden “spine” and pivoted to the occiput as before. The strap 
was notched in front and serrated at the back, leaving a continuous 
piece running through the middle to represent the line of the articular 
surfaces of the vertebre. This was just as effectual as the previous 
arrangement in transmitting the force in the changed direction, its 
partial flexibility causing no interference with the principle. 

In applying the foregoing principles to the phenomena of labour, 
it is essential to appreciate the fact that the neck is not merely a link 
pulling the trunk along in the track of the head. Were it so, its 
mechanism would be very simple. Its extension would be solely a 
passive yielding to the direction of traction, as a rope bends in going 
over a pulley. But instead of being under traction, it is subject to 
compression, and is itself the structure that pushes the head. The 
mechanism of the two cases is quite different. 

I have shown that when the head is low in the pelvis its greatest 
obstacles are met with, in the narrowness of the inferior strait, and a 
change in the direction of the canal. I have also demonstrated that 
it is at this point that the connecting-rod action of the neck begins, 
and that the thrust delivered by a connecting-rod is no greater than 
the force originally applied to the piston until deviation has com- 
menced, but gains in power as this displacement increases. 

It therefore follows that ordinarily the mechanical gain occurs in 
the expulsive force just at the stage of labour when it is most needed. 
No doubt in normal cases the gain is sufficient to overcome the added 
difficulty due to the narrowness of the inferior strait: and since the 
spine may bend forward laterally before rotation of the head is com- 
plete, it may assist that movement. 

After this point the conditions become almost the converse of 
those which previously existed. 

(1) In the first place, the widest part of the head has passed 
through the narrowest part of the bony pelvis, and is now opposed 
only by the soft parts of the pelvic floor and perineum—distensible 
parts, whose resistance is more easily overcome. 

(2) Secondly, the pressure of the head on the perineum gives a 
strong reflex stimulus to the uterine muscle, by which the contrac- 
tions are increased in strength and frequency. 
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These two factors by themselves are exceedingly potent in causing 
an acceleration of the delivery. 

But it is quite clear that the three remaining factors, with which 
the third part of this thesis is chiefly concerned, are by no means 
unimportant. 

(3) The third altered condition is that of the cervical spine. As 
previously shown, it has undergone extension, and in its thrust is now 
exercised more nearly in the direction in which the head has to 
travel, a condition which helps the head onward. ! 

(4) The gain in power, owing to the connecting-rod action of the 
neck, is considerable, varying with the inclination. It must of neces- 
sity be a powerful adjuvant to the other factors which effect expul- 
sion. 

(5) Finally the head is brought into such a position that the 
pressure on the brow and the adjacent parts tends to cause true 
extension at the occipito-atlantoid joint, when assisted by even a 
slight action of the uterus. When at last this extension can occur, it 
results in the rapid birth of the head (fig. 5). I have dealt previously 
with the beginning of this movement, and shown that extension of 
the neck precedes it and renders it possible. 

To discuss the further progress of the labour is outside the limits 
of this essay. 

There are some circumstances connected with the mechanics I 
have described in which operative assistance may be appropriate. 

The appended table shows forty-two instances in which progress 
ceased when the head was “low down in the pelvis.” As already 
stated, the height varied a little, but was sufficiently constant to show 
that the difficulty lay with the extension. It was generally im- 
possible to say what circumstances preponderated in preventing 
extension ; but apart from noticeable deficiency in the pains, from the 
drag of a shortened cord, and from a large size of the head or of the 
foetus, the following mechanical conditions have to be considered, as 
unfavourable to progress. 

(1) If the posterior (upper) surface of the symphysis is inclined 
at a right angle or less to the plane of the brim, it is not divergent 
from the line of the uterine thrust, and the “virtual space” zryz 
(fig. 4) does not exist. Thus no extension can take place until the 
spine has sufficiently advanced for one or two of the vertebre to pass 
the level of the bottom of the pubes; that is until the head has been 
pushed hard down on the pelvic floor and flexed to the utmost degree : 
some space having been gained also by nutation of the sacrum. 

(2) Where the symphysis is lower than usual in relation to the 
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sacrum, or when the sacrum is more curved than normally, advance 
and extension are similarly prevented. 

(3) Practically the same state of things exists when the symphysis 
is longer than usual, the increase of length being in a downward 
direction. In the last twocases there is not only a diminished antero- 
posterior diameter at the outlet (itself a serious obstacle) but the 
moment when extension of the neck can begin, is delayed. 


(4) When the pubic arch is narrower than usual there must be 
some delay, for until the occiput reaches a part wide enough to slide 
through, the later stage of extension of the neck cannot be passed. 


(5) Rigor mortis may interfere with the easy extension of the 
neck (case 214). 


(6) A deficiency in the natural lubrication may be the deter- 
mining factor in inducing delay. Case 341 was an example of this. 

In the last class of cases lubrication is called for. The patient re- 
ferred to was laid on her back with the hips a little raised, and the 
thighs flexed, while a few drams of cod liver oil were poured into the 
pouch of vagina between the perineum and the head. Within half 
a minute of its application the head slipped onward, and speedy birth 
resulted. While the patient was awaiting the oil, no increase in the 
pains was observable from any added cranio-perineal pressure in the 
dorsal position, or any progress owing to movement at the sacro- 
iliac joint; and in spite of the absence of control observations on 
other patients I am inclined to attribute the acceleration solely to the 
use of the oil. Sterilized liquid paraffin would be a better lubricant. 

This case, though exhibiting features of mechanical importance, 
is only indirectly connected with the principle of the connecting-rod ; 
first, by furnishing another example of the good progress that is 
made when once the action has well started; and secondly, in illus- 
trating the very slight difference which “makes it light or heavy in 
the substance,’ and which may separate a favourable from an un- 
favourable set of circumstances. 


At this point I regard the second feature as the more important. 
It is a clear example of stasis existing for want of an exceedingly 
small disturbing element. In the practice of midwifery such con- 
ditions of unstable equilibrium are often suspected, but it is not 
always easy beforehand to prove that this equilibrium is really very 
unstable. Compared with this, those cases in which the disturbing 
factor is the gain due to the connecting-rod principle (which may be 
slight or may run up to 100 per cent. or more, see fig. 6) are readily 
comprehensible. 
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The other cases in table C were assisted by forceps, except 315, 
which proceeded without assistance after long waiting. 

TREATMENT. The ease with which extension was started by the 
forceps has already been mentioned, and also the fact that after a 
very brief use it was removed and the case quickly finished by 
nature. This is the treatment that a consideration of the principles 
involved would indicate. The forceps may act either by helping on 
the completion of internal rotation, or by starting the extension; or 
in both ways. I would remark that in many instances I find a note 
in the record that the use of the forceps was “easy”; that is, even 
easier than usual. In no. 90 the remainder of the parturition was so 
rapid that there was no time to remove the instrument. 

I am of opinion that a great deal of the prejudice that exists 
against the use of the forceps is a reaction against the tendency to 
regard it as an instrument with which to finish a confinement. In 
very many cases its use is merely to help the patient out of a 
difficulty, that she may bring the delivery to a finish by her natural 
forces. In cases such as I have been describing, I hold it the proper 
practice to try the temporary, and if that be insufficient, the inter- 
mittent use of the instrument. . 

After a slight traction, a pause should be made, of course, as in all 
use of the forceps. The head may now advance, or it may still fail. 
Sometimes the weight of the forceps appears to check its progress, 
and when this is suspected, the forceps may be removed, to see what 
happens. Frequently the head, freed from its encumbering blades, 
will start into motion again. If not the instrument can be re-applied 
and further traction made. If ordinary care is taken with regard to 
asepsis, the risk of repeated application is negligible; but the con- 
sequences of repeated unnecessary traction, without removal of the 
blades to allow adjustments to occur, are at least undesirable and may 
be serious. Further, the handles should not be carried forward to 
the abdomen “until the major diameter of the head has passed the 
vulvar outlet.” 

The forward traction of the head by the forceps tends to procure 
its birth with less thrust on the perineum than is the case if it has to 
be driven forward from behind in the natural way. (As a set-off 
against this, however, is the bulk of the blades, which by so much 
increases the size of the object that has to pass through.) This is in 
accordance with Galabin’s teaching—in not recommending axis trac- 
tion for general use in all forceps cases,—that “the inclination of the 
line of traction forwards [using ordinary forceps] when the head is 
passing the perineum, is rather an advantage than a disadvantage, as 
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tending to prevent rupture.” Personally, I use the forceps with 
great reluctance when the perineum is tight, but I incline to think 


that in many cases its use has saved the perineum from rupture by 
this action. 


There is little new in these remarks on the use of the forceps. 
Intermittence in its use has been advocated and practised before. 
But in view of the part played by the neck in the mechanism of 
labour, it may well be urged afresh, and with greater earnestness. 


CLASSIFIED LIST OF THE CASES UPON WHICH THE FORE- 
GOING DISSERTATION IS BASED. 


A. Cases or DELAY DUE TO ANOMALIES OF THE CorD. 


28. March, 1893. Age 31; seventh confinement. Duration 22 hours. 
When seen, head high in pelvis. Cord twice tightly round neck. Forceps 
applied ; cord ligatured and divided as soon as accessible. Child, average 
size, born dead. Cord found attached near edge of placenta, but whether 
upper or lower edge not noted. 


54. Feb., 1895. Age 31; first confinement. Duration not recorded ; 
sent for by midwife. Head on perineum. Pains ineffectual. Forceps. 
Cord round neck and axilla. Child born alive. 


114. Jan., 1898. Age 37; fifth confinement. Duration “head many 
hours on perineum” (midwife’s case). External genitals edematous from 


pressure. Pains gone off. Forceps. Cord twice round neck, and tight. 
Child, 10 lbs. weight, dead. 


120. March, 1898. Age 32; third confinement. Long duration ; head 
low; parts cedematous from pressure. (Midwife.) Forceps. Advance 


very slow until cord could be divided ; then quick and easy. Child 6 lbs., 
alive. 


181. Dec., 1899. First confinement ; aged 28. Duration not recorded. 
Head in L.0.P. position. Good pains, but ineffectual. Head rotated by 
hand to L.0.A. position, and forceps applied. Cord three times round 


neck ; had to be ligatured and divided. After division the umbilical part 
was much the longer. Live birth. 


197. August, 1900. Age 30; third confinement. Partial placenta 
previa. Slow. Forceps for slowness and other reasons. Child about 
6 lbs; born dead with the cord ruptured about ? inch from umbilicus. 


242. June, 1902. Age 37; eighth confinement. Duration not recorded 
(midwife’s case). Head high in pelvis and not well engaged in brim. 
Forceps. Cord twice round neck. Child alive; weight 7 lbs. 


285. May, 1903. First confinement; aged 34. “Very slow.” Forceps. 
Cord twice round neck and hitched, as shown in figure. Child had been 
dead about a fortnight, was macerated, and weighed 6 lbs. 


321. May, 1904. Age 33; seventh confinement. Duration 24 hours. 
Forceps. Cord once round neck. Shoulders difficult to deliver. Child 
8 lbs; born dead. 
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B. Deway vue To Ricor Mortis In THE Feartvs. 
214, 380, 383. Particulars included in the text. 
C. Casss or Detay Dug TO FAILURE OF EXTENSION, 


Following are the progressive numbers of the cases exhibiting this 
condition. The position of head and general figures correspond with the 
description given in the text:— 


146 192 228 293 309 
149 200 230 294 315 
150 205 251 295 318 
160 206 258 298 324 
166 213 260 302 325 
187 214 266 303 341 
188 217 284 308 348 


To save space, details are only given in the following instances, which 
present additional features of interest :— 


61. June, 1895. Age 22; first labour. Duration “many hours” 
(midwife’s case). External genitals oedematous from pressure. Child 
macerated and distended with gas. No opportunity to remove forceps 
early, as perineum ruptured immediately on traction, and head was at 
once born. 


90. Jan., 1897. Age 25; first labour. Child about 6 lbs. Duration 


12 hours. Pains fair; head stayed on perineum. Forceps removed on 
birth of head. 


111. Oct., 1897. Age 41; tenth labour. Child 7 lbs. Duration not 
recorded. Midwife. Caput succedaneum. Head not quite on perineum. 
Forceps used through a track of 14 inches only, and removed when 
perineum had got a pronounced bulge. 

134. August, 1898. Age 30; fourth labour. Child 9lbs. Duration 
about six hours. Head arrested on perineum. Easy extension by forceps, 
which was removed before full distension of perineum. 

187. April, 1900. Age 30; third labour. Child 7 lbs. Two minutes 
from application to removal of forceps. Easy. 

188. April, 1900. Age 29; first labour. Child 6lbs. Six hours in 
second stage; roomy pelvis; pains slight. Head rather above perineum. 
Very easy and quick extension by forceps followed by its removal. 

192. June, 1900. Age 28; first labour. Child 6lbs. Long duration. 
Head pick-axe shaped, z.e., long in vertico-mental diameter, from moulding 
incanal. Midwife. Arrested on perineum. 

205. Oct., 1900. Age 30; second labour. Child 7 lbs. Progress good 
till head on perineum, then arrested. Extension with forceps easy, two 
minutes. Forceps removed before birth of head. 

206. Nov., 1900. Age 24; first labour. Child 7 lbs. Several hours in 
second stage. Perineum cedematous and translucent. Midwife. Forceps 


could not be removed before birth, as the perineum at once split and the 
head was born. 
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214. Feb., 1901. Age 30; first labour. Child 7 lbs. Here the ex- 
tension, as well as the other adaptations of the foetus, were hindered by 
rigor mortis, 


293. June, 1903. Age 30; first labour. Child 7 lbs. Head pick-axe 


shape from long delay (as in Case 192). Forceps removed before head 
half born. 


295 July, 1903. Age 24; first labour. Child 64 lbs. Forceps removed 
when perineum began to bulge. 


303. Nov., 1903. Age 28; first labour. Child 7 lbs. Forceps for 
extension only. Removed before head hard on perineum. 


309. Jan., 1904. Age 37; first labour. Child 7lbs. Delay due to 
rigidity of maternal parts in second stage. Forceps for extension; 
removed when perineum half-fully distended. 


315. March, 1904. Age 24; first labour. Child 7lbs. Pains suddenly 
increased (through fright at forceps) and delivery finished naturally. 


324. May, 1904. Age 36; second labour. Child 63 lbs. Pains strong 
and frequent, but unavailing. Forceps; no strength required; very easy. 
Removed as soon as perineum visibly bulged. Natural and speedy finish. 


341. March, 1905. Age 27; second labour. Child 64 lbs. Head did 
not extend in spite of good and quick pains. Oil applied inside vagina, 
as described in text. Quick finish. 


348. May, 1905. Age 28; third labour. Child 112]Ibs. Six hours 
second stage. Head rather above perineum. Forceps (easy), for extension, 
through one inch only. Then quick and natural finish in five minutes, 
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Fibroid Tumours of the Uterus: a Study of the 
degenerations and complications in 2,274 con- 
secutive cases, including 337 cases of the writer's; 
also a study of 4,880 consecutive cases in their 
relation to Carcinoma and Sarcoma of the 
Uterus.* 

By Caries P. Noste, M.D., 


Surgeon-in-Chief to the Kensington Hospital for Women and 
Gynecologist to the Stetson Hospital, Philadelphia. 


As early as 1894, as a result of the observation of the clinical history 
of women suffering from fibroid tumours, I became convinced of the 
fallacy of the classical teaching concerning the natural history of 
these tumours. At the time, I had operated upon but thirty women 
suffering from fibroid tumours. At the close of a paper read in 
1894 (Noble, Charles P. Uterine Fibroids. Jed. and Surg. 
Reporter, June 2, 1894), I said: “The comparatively small number 
of operations which I have done for fibroid tumours is evidence of 
the fact that for a long time I was profoundly influenced in my 
practice by the classical teaching concerning this disease. It was 
not until my own observations convinced me of the fallacies of that 
teaching that I felt justified in resorting to the removal of fibroid 
tumours except in the worst class of cases. I am coming more and 
more to believe, however, that it is the part of wisdom to remove 
fibroid tumours which are producing symptoms as soon as they are 
discovered; in other words, that the principle of early operation 
which is now generally accepted with reference to ovarian tumours 
is equally applicable in the treatment of fibroid tumours.” During 
the past twelve years every phase of the subject of fibroid tumours 
of the uterus has engaged my attention and diligent study, and I 
desire to present to you the results of my own experience with the 
subject and my study of its literature. 

In 1897 sixty-six hysteromyomectomies had been performed 
(Noble, Charles P. The Development and the Present Status of 
Hysterectomy for Fibromata. Trans. Amer. Gynec. Soc., 1897). 
The degenerations and complications present in these 66 women 
were tabulated and analysed, and the conclusion was drawn that 

* Read before the American Medical Association, June 1906, and, by arrangement, 


published simultaneously in this Journau and in the Journal of the American Medical 
Association. 
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20 of the women, or about 30 per cent., would have died as a result 
of degeneration in the tumour itself or of the complicating diseases 
of the uterus, the tubes, or the ovaries. 

In 1901 the number of patients operated upon for fibromyoma 
of the uterus had increased to 218. These cases were tabulated, 
analysed, and studied in a paper read before the British Gyneco- 
logical Society (Noble, Charles P. The Complications and Degener- 
ations of Fibroid Tumours of the Uterus as Bearing upon the 
Treatment of these Growths. Brit. Gynec. Journ., Nov., 1901). 
The complications and degenerations were divided into three classes : 
(1) Those which lead to the death of the patient; (2) those threaten- 
ing the life of the patient; and (3) those predisposing to more or less 
permanent invalidism of the patient. Of the 218 women operated 
upon, it was estimated that 66, or 30 per cent., would have died 
from the complications and degenerations present; that the life of 
25 was threatened, and that in 30 others the patients were suffering 
from more or less permanent invalidism. 

In this connection the idea was developed that the proper method 
of studying the real nature of fibroid tumours was to study a con- 
secutive series of cases, carefully noting the natural history of the 
tumours, the degenerations present in the tumour itself, and the 
complications present in the uterus, in the adnexa, and in other 
organs. It was held that in this way only a true estimate of the 
dangers of fibroid tumours could be reached. Reference was made 
to the only paper previously published in any way bearing upon the 
subject, in which the complications of fibroid tumours in the tumour 
and uterus itself met with in 205 cases were tabulated by August 
Martin (Martin, A. Pathology and Therapeutics of the Diseases of 
Women. Boston, 1900, pp. 268—272). 

Such questions were discussed as sarcomatous degeneration, 
necrosis of the tumour, the relation of the menopause to fibroid 
tumours, the disappearance of fibroid tumours after the menopause 
and after labour, the ages of the patients operated upon, sterility, 
phlebitis, embolism, anemia, carcinoma as a complication, and 
death from fibroid tumours in the natural course of the disease. 
The conclusion was drawn that upwards of one-third of women 
suffering from fibroid tumours would die without operation, as con- 
trasted with a mortality of less than 10 per cent. from operation. 

The plan advocated in that paper, to study definite consecutive 
series of cases, bore fruit, and since that time a number of valuable 
papers have appeared, each paper consisting of a study of a consecu- 
tive series of fibroid tumours treated by operation; so that, at the 
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present time I am able to present for your consideration a study 
of the degenerations and complications in 2,274 cases of fibromyoma 
of the uterus. 

It must be insisted upon that each of the series reported by the 
various authors is consecutive. The importance of this fact is at 
once evident, as it means that the entire subject is presented for your 
consideration and not merely a study of the particular phases of the 
subject or the particular cases which may have interested the 


individual authors. The series in the order of publication is as 
follows :— 


Cullingworth 

Frederick 

Scharlieb 

Watt-Keen (Hofmeier’s Clinic) 
Hunner 

McDonald 

Lauwers 

Eastman 

Webster 


CoMPLICATIONS AND DEGENERATIONS IN 2274 Cases or FIBRoID 
Tumour. 


Conditions Relative to the Tumour and Uterus : — on jon. 


Carcinoma of the corpus uteri 

Epitheliomatous infiltration of a fibroid tumour arising 
from adeno-carcinoma of the corpus uteri by meta- 
plasia 

Carcinoma of the cervix uteri 

Sarcoma 

Chorio-epithelioma 

Necrosis of tumour 

Myxomatous degeneration 

Cystic degeneration 

Hyaline degeneration 

Hyaline degeneration and calcareous infiltration 

Fatty degeneration 

Hemorrhagic degeneration 

Calcareous infiltration 

(Edema of tumour 

Twisted pedicle, pedunculated tumour 

Dangerous uncontrollable hemorrhage 

Intraligamentous development of tumour 

Subvesical development of tumour 

Adeno-myoma 
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Conditions Relative to the Uterus : — 
Procidentia uteri 
Retroversio uteri 
Pregnancy 
Pregnancy, ectopic 
Pregnancy, ectopic, salpingitis and hydrosalpinx 
Endometritis, senile 
Endometritis, suppurating 


Conditions Relative to the Ovary : — 

Dermoid cyst 

Dermoid cyst, suppurating 

Dermoid cyst with twisted pedicle 

Dermoid cyst, suppurating; sinus through abdominal 
wall from drainage operation 

Dermoid cyst, bilateral; umbilical hernia 

Ovarian cyst, suppurating 

Ovarian cyst with twisted pedicle 

Ovarian cyst, bilateral 

Ovarian cyst, unilateral 

Cystic degeneration of ovaries 

Chronic interstitial odphoritis, bilateral 

Chronic interstitial odphoritis, unilateral 

Calcification of ovary 

Fibroma of ovary 

Carcinoma of ovary 

Papillary carcinoma of both ovaries 

Hematoma of ovary 

Abscess of ovary, bilateral 

Abscess of ovary, unilateral 

Tubo-ovarian abscess 

I sins ints ica cantintiicaribamidstersccicenenss 


—_ 
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Conditions Relative to the Uterine Ligaments : — 
Cyst of broad ligament 
Hematoma of broad ligament 
Abscess of broad ligament 
Myoma of uterine ligaments 


Conditions Relative to the Fallopian Tubes : — 
Heematosalpinx 
Pyosalpinx, bilateral 
Pyosalpinx, unilateral 
Pyosalpinx and tubo-ovarian abscess 
Hydrosalpinx, bilateral 
Hydrosalpinx, unilateral 
Hydrosalpinx and tubo-ovarian abscess 
Salpingitis, bilateral 
Salpingitis, unilateral 
Salpingitis and pyosalpinx 
Salpingitis and hydrosalpinx 
Salpingitis and tubo-ovarian abscess 
Fibroma of Fallopian tube 
Papilloma of uterine appendages 
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Conditions Relative to the Pelvis outstde the Tumour, Uterus or 
its Appendages : — 
Varicose veins of the pelvis 
Thrombosis of veins of lower extremities 
Chronic pelvic peritonitis 
Tubercular peritonitis 
WnWer Ral eAGNERIONA: 22656062500 5sdeeae vas scnsvsssnectsesuseeses 
Adhesions to viscera 
Adhesions to tumour 


Conditions Relative to Pressure from the Tumour : — 


Intestinal obstruction, chronic, from tumour pressure... 
Intestinal obstruction, acute, from tumour pressure ... 
Dilated ureters from tumour pressure 
Hydronephrosis, large, from tumour pressure 


Conditions Relative to Complications Outside the Pelvis : — 


Appendicitis 

Hernia 

Hernia, ventral 

Hernia, umbilical 

Carcinoma of umbilicus 

Extreme anemia from hemorrhage 
Phthisis pulmonalis 


1553 cases complicated out of 2274, or 68%. 


This formidable list of degenerations and complications in the 
tumour and uterus encountered in 2,274 woman operated upon for 
fibroid tumour by no means portrays the entire list of complications. 
For example, in the lists of both Cullingworth and Scharlieb, the 
authors expressly exclude all patients operated upon for necrotic 
fibroids by the vaginal route, on the ground that no one questions 
the necessity for operation in such cases. Likewise, in Lauwers’ list, 
only abdominal hysterectomies are tabulated, whereas, if the tumours 
operated upon per vaginam were included, the percentage of necrosis 
would inevitably be higher, as the necrotic submucous fibroids, 
almost without exception, are operated upon by the vaginal route. 
Among the early cases in my own experience there is no doubt that 
no record was made of many of the degenerations, more especially 
such as myxomatous degeneration, edema and the earlier stages of 
cystic degeneration. 
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Conditions Relative to the Tumour and the Uterus in 2274 Cases 
which would be Fatal without Operation : — 


Carcinoma of the corpus uteri 

Epitheliomatous infiltration of a fibroidtumour arising 
from adeno-carcinoma of the corpus uteri by meta- 
plasia ° 

Carcinoma of the cervix uteri 

Sarcoma 

Chorio-epithelioma 

Necrosis of tumour 

Cystic degeneration 

Twisted pedicle, pedunculated tumour 


275 = 12%, 


A certain number of the cases of myxomatous and hyaline de- 
generation and of edema of the tumour would become cystic or 
necrotic, which would probably increase the mortality in this class 
of cases 3 or 4 per cent., and thus give a mortality of from 15 to 16 
per cent. 

From this table the conclusion must be drawn, that of the 2,274 
women, 275, or 12 per cent., would have died from the degenerations 


and complications in the tumour and uterus itself, had operation 
not been performed; and, in addition, an unknown number would 


have died from myxomatous and hyaline degenerations and edema 
of the tumour. 


It is of interest to compare this large series of 2,274 cases 
with the total number of fibroid tumours which have come under 


my own observations (337), and also with my last 100 abdominal 
hysterectomies for fibroid tumour. 


Conditions Relative to the Tumour and Uterus in the Writer’s 
337 Cases which would be Fatal without Operation : — 


Adeno-carcinoma of the corpus uteri 

Epitheliomatous infiltration of a fibroid tumour arising 
from adeno-carcinoma of the corpus uteri by meta- 
plasia 

Carcinoma of the cervix uteri 

Sarcoma 

Chorio-epithelioma 

Necrosis of tumour 

Cystic degeneration of tumour 

Twisted pedicle, pedunculated tumour 


— 


48 = 14%, 
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Conditions Relative to the Tumour and Uterus which would be 
Fatal without Operation, in the Writer’s last 100 Consecutive 
Cases subjected to Abdominal Hysterectomy : — 

Carcinoma of the corpus UtePi ...............cccsccccsesees 5 

Epitheliomatous infiltration of a fibroid tumour arising 
from adeno-carcinoma of the corpus uteri by meta- 
BE sipiiekercccsnenmoibuenanainae 

Copormenan Of The Cervix WEE ........0620sccccscscscecssecss 

Cystic degeneration of the tumour 

I Ge I hiss onvanikndccanisicscemasseriaceeriens 

Twisted pedicle, pedunculated tumour 
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Thus in the total series of 2,274 cases, 12 per cent. are estimated 
as fatal; in the series of 337 of the writer’s cases, 14 per cent. are 
estimated as fatal; and in the last 100 hysterectomies in the writer’s 
practice, 15 per cent. are estimated as fatal from degenerations in 
the tumours or complications existing in the uterus. 


OPERATIONS PERFORMED FOR Fisprorip TuMOURS OF THE UTERUS BY 
THE WRITER TO FEBRUARY 26, 1906. 


Abdominal supravaginal hysterectomies .................. 235 
Abdominal panhysterectomies ................0:..cceceeeeeees 14 
RpGomninal WPOMOTNTIES q.........00.00-csscsessceseseseascses 22 
MVEMOV.EL OL (OVATICR CLC. cases dees es sieeesvoscessoassasinsectes 15 
I li later vie ebiinikainn i cicsansncnicievenersaegainuineccnen 286 


Vaginal hysterectomies 
Vaginal myomectomies 





DEGENERATIONS AND COMPLICATIONS OF FrBpromIp TUMOURS IN A 


Series oF 337 CoNSECUTIVE CASES IN THE PRACTICE OF THE 
WRITER. 


Conditions relative to the Tumour and Uterus : — 


Adeno-carcinoma of the corpus uteri ...................... 8 
Epitheliomatous infiltration of a fibroid tumour arising 
from adeno-carcinoma of the corpus uteri by meta- 
I 5 is sls srs alas dba RAIO A Nile aaa aa 
Carcinoma of the cervix uteri 
Rid cals sine ase udeceiebddastemnnunadbmcaudianisstanin 
RN lets ocistaciertasarbandarsduvendceeueehee 
I he iss priscasdaptdazacssusesbenilaxieusios 2 
Myxomatous degeneration ...................cccccseeeeeeeenees 
Cystic degeneration of tumour ......................0000000 
Calcareous infiltration of tumour ....................0..066 
Twisted pedicle, pedunculated tumour 
Hyaline degeneration of tumour .......................00608 
Intraligamentous development of tumour ................ 2 
Adeno-myoma 
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Conditions relative to the Uterus :— 


Procidentia uteri 
Retroversio uteri 
Pregnancy, ectopic 


Conditions relative to the Ovary : — 


Dermoid cyst 

Dermoid cyst with twisted pedicle 

Dermoid cyst, suppurating; sinus through abdominal 
wall from drainage operation 

Dermoid cyst, bilateral; umbilical hernia 

Ovarian cyst, suppurating 

Ovarian cyst with twisted pedicle 

Ovarian cyst, bilateral 

Ovarian cyst, unilateral 

Cystic degenerations of ovaries 

Chronic interstitial odphoritis, bilateral 

Adeno-carcinoma of ovary 

Papillary carcinoma of both ovaries 

Abscess of ovary, unilateral 

Parovarian cyst 


— 


NOS On os a! 


Conditions relative to the Uterine Ligaments : — 
SE I I si dns ci cn cicniconasaseensscivdins 


Conditions relative to the Fallopian Tubes : — 


IN ie ian aii dLeisesnannsnahsacncdndconemeeenae 
Pyosalpinx, bilateral 

Pyosalpinx, unilateral 

Hydrosalpinx, bilateral 

Hydrosalpinx, unilateral 

Salpingitis, bilateral 

Salpingitis, unilateral 


Complications outside the Tumour, Uterus and Appendages : — 
Chronic pelvic peritonitis 
Appendicitis 


Tue TRUSTWORTHINESS OF THE TABLES EMBRACED IN THIS PAPER. 


The common statement that statistics are misleading is familiar 
to us all. With reference to the tables and statistics in this paper 
every care has been taken to make them accurate. My own series 
of 337 cases has been tabulated by Dr. Stephen E. Tracy, who has 
prepared the tables for all my various papers (including this 
one) on fibroid tumours for the past six years. In but two instances 
was any liberty taken as to including or excluding a case from the 
table. In one case, in which an operation was attempted for cancer 


38 
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of the cervix, it was abandoned because of secondary cancerous 
deposits. The woman had a fibroid tumour, but it was considered 
best to exclude the case. In another instance a woman was operated 
upon for pelvic abscess and a hysterectomy was performed. In the 
pathological report it was stated that a tiny fibroid was present in 
the uterus. This case also was excluded. In both instances it was 
felt that the tables would be more accurate by excluding these 
border-line cases. Otherwise, the facts are as found in the records. 
There is no doubt, however, that numerous degenerations and com- 
plications have been omitted in my early cases, because at that 
time I was not in the habit of making such careful records when a 
patient was operated upon for fibroid tumour. That diagnosis alone 
was recorded. Hence the facts as to degenerations and complica- 
tions in my own series are worse than the figures given. 

In editing the reports of others, in order to simplify and shorten 


the list of complications and degenerations, the following changes 
have been made : — 


Serious adhesions to soft parts, extensive intestinal adhesions 
and adhesions, are classified with adhesions to viscera. 


Suppuration, necrosis in centre of tumour and necrobiosis, are 
classified with cases of necrosis. 


Malignant adenocystoma of ovary is classified with carcinoma 
of ovary. 


Ovarian cysts, large, are classified with ovarian cysts. 
Abscess of ovary is classified with abscess of ovary, single. 
Cases of salpingo-ovaritis are classified as salpingitis. 


All cases of ovarian cysts, pyosalpinx, hydrosalpinx and sal- 
pingitis, in which mention was not made as to whether the condition 
was bilateral or unilateral, are classified as unilateral. 


The tables from the recent German literature have been prepared 
by Dr. Brooke M. Anspach. 


In the discussion upon a former paper on fibroids, one gentleman 
spoke of the statistics supplied as pre-arranged, conveying the im- 
plication that, having a theory to sustain, I had collected statistics 
which would uphold the theory. Not to refute such an insinuation, 
but in the interest of truth, I would draw attention to the following 
facts : — 

Cullingworth, Scharlieb, Kelly and Winter, from whom more 
than half of the cases have been secured, are adherents of the 
classical position; namely, that the gravity of fibroid tumours should 
be estimated by the symptoms which they produce at the time they 
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are under observation, and that operation is only indicated at a 
given time when the symptoms present threaten life. 

If the facts supplied by these gynecologists are contrary to the 
classical teaching, it is simply additional evidence of its fallacy. 


THE FACTS witH REFERENCE TO THE DEGENERATIONS AND COMPLICA- 


TIONS OF Frsrorp TuMoURS ARE WoRSE THAN INDICATED BY 
THE TABLES. 


In various sections of this article reference has been made to the 
omission of degenerations and complications by different gyne- 
cologists from whom tables have been taken for some particular 
reason which appealed to them, together with the statement that 
had these complications been included it would make the facts shown 
by the tables worse than they now appear. It must not be forgotten 
also that in recording the degenerations and complications found 
in women operated upon for fibroid tumours the system in use 
in clinics is not perfect, and that many such degenerations and 
complications have therefore not been recorded. This is certainly 
true of my own early cases. It is also evident, in reading the lists 
of complications, that many are omitted. Only nine cases of varicose 
veins of the pelvis are recorded; only two of thrombosis of the veins 
of the lower extremity; only four of chronic pelvic peritonitis; only 
thirty-four of adhesions to viscera; only five of adhesions to the 
tumour; no case of cystitis (a frequent complication); only three of 
twisted pedicle (two from my own series); and no case of phlebitis 
or thrombosis, although I have seen at least two myself. Anyone 
familiar with fibroid tumours, as they are met with in the operating 
room, will at once see that there are many omissions in the tables 
covering a series of 2,274 cases. All of us, also, are influenced by 
our early teachings. Doubtless the number of cases of cancer is 
far larger than is reported in the tables, because if a well-developed 
cancer is complicated by a small fibroid, the cancer being the major 
condition for which the operation is done, the fibroid makes little 
or no impression upon the surgeon, and frequently in the past, no 
doubt, its presence has not been recorded. The same is true of 
pyosalpinx, ovarian abscess and ovarian tumour, when existing in 
association with a small fibroid tumour of the uterus. The influence 
of tradition has doubtless caused the omission of any record of the 
fibroid in many of these cases. 

These facts are insisted upon to demonstrate the fallacy of the 
argument that the tables make too bad a showing, because of the 
women having fibroid tumours who are not operated upon, and who 
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are therefore omitted from the tables. There is no doubt that a 
certain percentage of fibroid tumours are not removed, but at the 
present time, sooner or later, a great majority of them are removed. 
It is easy to state that many women have fibroid tumours which 
produce no symptoms, and that therefore they do not consult a 
physician; but it is at once manifest that this is a bald statement 
without any evidence in its support. That there are such cases all 
will admit, but that they are frequent there is no evidence whatever. 
If those who support the classical or traditional position wish to 
furnish a valuable contribution to our knowledge of the subject, they 
should study the autopsy records of almshouses, old women’s homes 
and similar institutions, in which consecutive autopsies are made 
and recorded. If such records are to be found, made under definite 
conditions, it would be possible to throw some light upon the 
frequency of fibroid tumours which produce few or no symptoms. 
I know of no other way of arriving at these facts. 


CANCER AS A COMPLICATION OF FIBROMYOMATA. 


The relation of fibroid tumours of the uterus to cancer of that 
organ is one of special interest. In discussing my own experience 
with this question in 1897, I stated that it indicated that malignant 
disease may be a more frequent complication of fibroid tumours than 
is usually believed. In 1901, in 218 patients I had met with adeno- 
carcinoma of the body of the uterus in three and epithelioma of the 
cervix in four. This fact led to the statement that in proportion to 
its relative frequency adenocarcinoma of the body of the uterus 
is more often associated with fibroid tumours than is the more 
common squamous epithelioma of the cervix. In 1904, out of 278 
women with fibroid tumours there were four cases of epithelioma of 
the cervix and six cases of adenocarcinoma of the corpus uteri (Noble, 
Charles P. “The Nature of the Indications for Operation for Fibroid 
Tumours of the Uterus.” Amer. Medicine, Sept. 10th, 1904, pp. 
451-452; and, “ Treatment of Fibroid Tumoursofthe Uterus.” Journ. 
Amer. Med. Assoc., May 21st, 1904). As the usual ratio between 
epithelioma of the cervix and adenocarcinoma of the corpus uteri 
is probably as 10 to 1, the fact that in this series six cases of cancer 
of the body of the uterus were encountered, as compared with four 
cases of cancer of the cervix, led to the belief that the irritation in 
the uterus and more particularly in the endometrium, or changes in 
the nutrition of the uterus arising from the presence of fibroid 


tumours in the uterus, bear a causal relation to the development of 
cancer. 
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The usual ratio of epithelioma of the cervix to adenocarcinoma 
of the corpus uteri is given by Cullen (Cullen, T.S. ‘‘ Cancer of the 
Uterus.” N.Y., 1900, p. 3) as4tol1. That is, he examined 35 cases 
of cancer of the corpus uteri and 147 cases of cancer of the cervix, 
in the gynecological service at the Johns Hopkins Hospital. 

Winter (Winter, Georg. “ Die malignen und benignen Degenera- 
tionen der Uterusmyome.” “Zeitschrift f. Geburtshilfe und Gyndk- 
ologie, Bd. lvii., Ht. i., 1906, p. 10) gives the ratio as 1 to 15. That 
is, in 2,331 cases of cancer of the uterus compiled from various 
German authors and including 210 cases of his own, Winter found 
one carcinoma of the body of the uterus to every fifteen carcinomata 
of the cervix. 

Sinclair (Sinclair, W. J. “Malignant Diseases of the Uterus.” 
Allbutt and Playfair’s System of Gynecology, 1896, p. 656) states 
that from 2 to 3 per cent. of all cases of cancer of the uterus are 
instances of cancer of the fundus. 

Williams (Williams, W. Rogers. “Uterine Tumours, their 
Pathology and Treatment.” London, 1901, p. 196) states that of 
160 consecutive cases of cancer of the uterus coming under his 
observation, only 4, or 1 in 40, were cancers of the corpus uteri. 
He states that the reason some other authorities give a higher ratio 
is that their estimate is based upon patients who are operated upon, 
instead of upon the ratio as it exists when the patients consult the 
physician ; that there are far more cases of cancer of the cervix unfit 
for operation than of cancer of the corpus uteri. 

It is evident that there is a difference of opinion as to the usual 
ratio between cancer of the cervix and cancer of the body, but as 
met with in the operating room it is probable that a mean between 
the statement of Cullen and that of Winter is approximately correct, 
and may be assumed to be 10 to 1. 

In the total series of 2,274 cases there have been 43 cases of 
adenocarcinoma of the body of the uterus (1'8 per cent.) and 16 
cases of cancer of the cervix (‘7 per cent.). 

In my own series of 337 cases there have been 9 cases of cancer of 
the corpus (2°6 per cent) and 5 cases of cancer of the cervix uteri 
(1'4 per cent.). 

In the last 100 cases of fibroid tumours operated upon by myself 
by abdominal hysterectomy there were five cases of adenocarcinoma 
of the body of the uterus, one case of epitheliomatous infiltration 


of a fibroid tumour arising from adenocarcinoma of the corpus uteri 
by metaplasia, and two cases of cancer of the cervix, which makes 
81x cases of cancer of the body of the uterus to two of cancer of the 
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cervix, and which constitutes 8 per cent. of fibroid tumours compli- 
cated by cancer of the uterus—a very striking experience. 

In view of the usual ratio of frequency existing between cancer 
of the cervix and cancer of the body of the uterus, the conclusion 
seems to be inevitable that the development of adenocarcinoma of 
the corpus uteri is favoured by the presence of fibroid tumours in the 
uterus. With the usual ratio, for 43 cancers of the body of the 
uterus there should have been 430 cancers of the cervix instead of 
16 as reported. 

In addition to the 2,274 consecutive cases which have been 
collected for the study of all the degenerations and complications of 
fibroid tumours, I have been able to collect 2,606 additional cases 
for the study of the relation of fibroid tumours of the uterus to 
carcinoma and sarcoma of that organ.* 

Winter (loc. cit., p. 11) has studied 1,607 consecutive cases of 
myoma from the clinics of Hofmeier, Fehling and himself, in which 
there were twenty carcinomata of the corpus uteri, or 1°2 per cent.; 
also 1,270 cases of myoma from the clinics of Hofmeier, Freund and 
himself, in which there were twenty-five cases of carcinoma of the 
cervix, or 2 per cent. 

In order to reduce these figures to a percentage basis for statistical 
uses, as Winter has studied a different number of cases having cancer 
of the body than of cases having cancer of the cervix, we will take 
the liberty of assuming that if in 1,270 cases of fibroid tumours there 
were 25 cancers of the cervix, in 1,607 cases of fibroid tumours there 
would be 31 cancers of the cervix. That this is practically correct 
is indicated by the fact that if the statistics of Hofmeier and Winter, 
which figure in both lists, are taken, omitting those of Freund and 
Fehling, the proportion would be, if in 1,198 cases of fibroid tumour 
were found 24 cases of cancer of the cervix, in 1,607 cases there 
would be found 32 cancers of the cervix. 

In Kelly’s clinic at the Johns Hopkins Hospital, in 999 cases of 
fibroid tumour of the uterus (private communication), in which 
myomectomy was performed 308 times and hysteromyomectomy 
691 times, cancer of the corpus uteri was found in 12 cases and 
cancer of the cervix was found in 16 cases. Adding the 2,274 cases 
of the original table to the 999 from Kelly’s clinic and the 1,607 from 
Winter’s paper, gives a total of 4,880 cases of fibroid tumour of the 


* There is a partial reduplication of cases in this paper. Thus Watt-Keen’s 300 
cases were reported from Hofmeier’s clinic, and Winter’s paper includes 445 cases 
from Hofmeier’s clinic. It is not apparent how much the reduplication actually is, 
as no dates are given. 
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uterus in which cancer of the cervix was present in 63 cases and 
cancer of the corpus uteri was present in 75 cases, making a total 
of 138 cases of cancer in the 4,880 cases, or 2°8 percent. Subdividing 
these, we find that cancer of the cervix was present in 1°29 per cent., 
and cancer of the corpus uteri in 1°54 per cent. It is interesting to 
compare these figures with my personal experience in 337 cases, in 
which cancer of the cervix was present in 5 cases and cancer of the 
corpus uteri in 9 cases; and with the last 100 abdominal hysterectomies 
for fibroid tumours performed by myself, in which cancer of the 
cervix was present in 2 cases and cancer of the body was present in 
6 cases. This indicates, I believe, that in the total series, cases of 
cancer have been omitted from the table because of the influence of 
tradition. When the gynecologist has operated for cancer the 
presence of a fibroid tumour has not been recorded, and thus the 
ratio between fibroid tumours of the uterus and cancer appears in 
the table to be less than is actually true. 

Piquand draws the following conclusions from a study of the 
literature (Piquand, G. “ Fibromes et Cancers Utérins.” Annales 
de Gynécol. et d’Obstét., July, Aug., Sept., 2nd série, 1905, Tome ii., 
p. 393) :—Primary carcinoma developing in the midst of a fibroma 
is possible, though rare. He has collected 24 cases, most of which 


appear to be indisputable. He explains this development of 
carcinoma on the ground that there has been an inclusion of 
mucous membrane from the uterine mucosa which has grown into 
the tumour, and from which the primary carcinoma has developed. 
In other words, he attributes the development of carcinoma in the 
fibroid itself to the processes which take place in the development 
of adenomyoma. 


Under the title of the co-existence of fibromyomata and cancer 
(loc. cit., 583) he discusses (1) the co-existence of fibromyomata and 
cancer of the uterine body, and (2) the co-existence of fibromyomata 
and cancer of the neck of the uterus. He has collected 179 cases of 
the co-existence of fibromyomata and cancer of the corpus uteri. He 
states that cancer of the corpus uteri is eight or nine times more 
frequent in women having fibroid tumours than in those without this 
lesion, and draws the same conclusion from his study of the literature 
that I had drawn, namely, that fibromyomata predispose to the 
development of cancer of the corpus uteri. He also believes that the 
presence of a fibroid tumour favours the development of cancer of 
the cervix. 

As Piquand’s monograph is not based upon the study of a 
consecutive series of cases, it is only of relative value for the purposes 





450 Journal of Obstetrics and Gynecology 


of this paper with its strict limitations, but his conclusions support 
those to which I have been driven from the study of more definite 
material. 

Klein, in a study of 406 uterine myomata (Klein, Gustav. 
“ Blutuntersuchungen bei Unterleibsleiden der Frauen besonders bei 
Uterusmyomen.”  Zentral. fiir Gyndkol., 1905, No. 31, p. 969), 
reports that in 206 cases operated upon there existed as a complication 
either sarcoma or cancer of the uterus in 10 cases, or 4°85 per cent. 


One of the recent converts to the view that the presence of a 
fibroid tumour in the uterus predisposes to the development of cancer 
is Cullen, of Baltimore (Cullen, ThomasS. ‘Immediate Examination 
of Uterine Mucosa and Myomatous Nodulesafter Hysteromyomectomy 
to Exclude Malignant Disease.’ Journ. Amer. Med. Assoctation, 
March 10, 1906, Vol. xlvi., p. 695). He states that the paper by 
myself first aroused gynecologists to an appreciation of the danger 
of allowing myomata to remain year after year without operative 
interference, and adds that in going over the large number of myoma 
cases in the Johns Hopkins Hospital clinic, he has been surprised 
at the number of instances in which myomata are associated with 
cancer either of the body or of the cervix, and also of the relatively 
frequent occurrence of sarcomata developing in myomatous tumours. 
Cullen was prepared to accept the views which I advocated because 
of his experience as a pathologist, which taught him that fibroid 
tumour and cancer are frequently associated. In 1904, in discussing 
McDonald’s paper before the Philadelphia Obstetrical Society, he 
supported my position, and stated that the material at the Johns 
Hopkins Hospital, embracing about 1,000 fibroid tumours, taught 
the same lessons which I had drawn from my own experience and 
from the literature. 


Winter (loc. cit., p. 11) in his last article commits himself to the 
view that there is a distinct connection between fibroid tumours of 
the uterus and carcinoma of the corpus uteri, and that the carcinoma 
probably results from the hyperplastic condition of the endometrium 
existing in consequence of the myoma. Already in 1898 (Winter, 
Georg. “ Die bésartigen Neubildungen des Uterus.” Veit’s Hand- 
buch der Gyndkologie, B. iii., 2nd half, 1899, p. 245) he had drawn 
attention to the fact that carcinoma of the uterus in combination 
with fibroid tumours exists in the ratio of 23 cases of cancer of the 
corpus uteri to 13 of the cervix. At that time he had drawn no 
conclusion from these facts. He stated that the relation of the two 
tumours is uncertain and that one could only speculate about it, and 
that the solution of the problem must be left to the future. 
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From the study of the 4880 consecutive cases of fibroid tumour of 
the uterus in their relation to cancer of that organ, the conclusion 
seems inevitable that fibroid tumour of the uterus predisposes to the 
development of cancer of the corpus uteri. Were this not true, with 
the 75 cases of cancer of the corpus uteri existing in this series there 
should have been found 750 cases of cancer of the cervix, upon an 
average calculation. Even taking the minimum estimate of Cullen, 
there should have been 300 cases of cancer of the cervix, whereas 
but 63 were present. To explain this as an accidental circumstance 
in such a large series of cases (more especially from the standpoint 
of my own experience, which speaks even more strongly than the 
total series) would be an assumption so far-fetched as to be beyond 
reasonable bounds. It is my opinion that when this subject is 
studied in the future and the presence or absence of fibroid tumours, 
no matter how small they may be, is recorded in connection with all 
operations upon the uterus when cancer exists in that organ, the data 
secured will offer stronger evidence than is true of this particular 
series. The number of cancers in this series is doubtless far below 
the actual number, because of the influence of tradition in bringing 
about the failure to record the presence of a fibroid owing to its 
supposed relative unimportance when complicating cancer.* 


SARCOMA AS A COMPLICATION OF FIBROMYOMATA UTERI. 


Sarcoma of the uterus was present in 34 of the 2,274 women, or 
1-4 per cent. In the 337 cases operated upon by myself, there were 
two cases of sarcoma, and in the last 100 operations there was no 
case of sarcoma. 

It is known by pathologists that a fibroid tuomur may undergo 
a sarcomatous degeneration, that is, that the fibroid tumour itself 
may be converted into a sarcoma. On the other hand, certain 
clinicians believe that many cases in which this degeneration is sup- 
posed to have occurred were really sarcomata from the beginning. 

Winter (loc. cit., p. 19) reports two series of cases with reference 


* A statistical study of the relative frequency of cancer of the cervix and cancer of 
the body of the uterus in women admitted to hospitals, comparing those having 
fibroid tumours of the uterus with those who have not, would throw definite light on 
the question of the influence of fibroid tumours upon the development of cancer of 
the corpus uteri and cancer of the cervix. A study of this percentage with the per- 
centage of cancer in women in general, as shown by the vital statistics of cities and 
the census, would be misleading, for the reason that only selected cases of cancer are 
admitted to hospitals. The advanced cases not admitting of operation do not appear 
in hospital statistics as a rule, but naturally all of them figure in the death list of 
bureaus of vital statistics. 
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to the relation of fibroid tumours to sarcoma. The first consists of 500 
cases in which only the suspicious points were examined micro- 
scopically. In this series sarcoma was found in 3°2 per cent.; in the 
second series, consisting of 253 cases, where sections were taken 
systematically from different areas, sarcoma was found in 4°3 per 
cent. The average for the entire series is 3°6 per cent. His own 
cases added to those of Fehling and Hofmeier make 1,743 cases in 
which sarcoma was found 46 times, or 2°7 per cent. Winter believes 
that if myomata were examined systematically, sarcoma would be 
found in about 4 per cent. of all cases. 

Cullen (loc. cit., p.695) insists upon the necessity for an immediate 
examination of the uterine mucosa of all myomatous nodules after 
hysteromyomectomy in order to exclude the presence of sarcoma as 
well as of carcinoma. In my own series of 337 cases, there were only 
two cases of sarcoma. Combining the 2,274 consecutive cases with 
1,743 cases from Winter’s paper a total of 4,017 cases is furnished 
in which sarcoma was present 81 times, or 2 per cent. This experi- 
ence should be taken in connection with the experience of Winter, 
who shows that when sarcoma was diligently searched for by ex- 
amining all tumours contained in a uterus, it was found in 4°3 per 
cent.; whereas, when looked for in the customary way by examining 
only one tumour and that the one which was under suspicion, it was 
found in 3°2 per cent. 


TuRoMbBosis, EMBOLISM AND PHLEBITIS, AS COMPLICATIONS OF FIBRO- 
MYOMATA UTERI. 

Thrombosis, embolism and phlebitis are three complications 
which are encountered more frequently in connection with fibroid 
tumours than with any other known condition. All three are much 
more common after operation for fibroid tumours than in the natural 
history of the disease. 

A striking case of phlebitis occurring with a fibroid tumour 
before operation has been observed by myself in the practice of Dr. 
Isaac Leopold. The patient was suddenly seized with a severe peri- 
tonitis. After the subsidence of the peritonitis, a phlebitis of the 
veins in the left side of the neck appeared extending below the 
clavicle and into the axilla. Operation was postponed until the evi- 
dence of phlebitis had disappeared. At the operation the cause of 
the peritonitis was found to be a pedunculated fibroid tumour which 
had undergone torsion of its pedicle. The patient progressed well 
after the operation until the third week, when she developed 
symptoms of embolism in the floor of the fourth ventricle and died 
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two days later, the muscles of deglutition being paralyzed. At 
least one other case of phlebitis secondary to inflammatory changes 
in a fibroid tumour without operation has been observed by the 
writer. 


Baldy states that of nineteen patients who died suddenly after 
operations in his hands (Baldy, J. M. “The Mortality in Opera- 
tions upon Fibroid Tumours of the Uterus.” Amer. Journ. Obstet., 
1905, vol. 52, No. 3, p. 370), thirteen were in cases of fibroid tumour, 
whereas the cases of fibroid tumour numbered but 366 out of a total 
of 3,413 patients. The sudden deaths were tabulated as cardiac 13, 
pulmonary 4, cerebral apoplexy 2. He holds that fibromyoma of 
the uterus is not a local disease, but that the process is practically 
a general one, in that it involves other organs, how many and to what 
extent and how early are unknown. He believes in the prompt 
removal of fibroids to avoid these general complications. 

Schenck (Schenck, Benjamin R. “A Résumé of Forty-eight 
Cases of Post Operative Thrombosis.” New York Med. Journ., Sept. 
6th, 1902, p. 401) states that post operative thrombosis of the veins 
of the lower extremities occurred 48 times in a series of 7,130 women 
operated upon in the gynecological department of the Johns 


Hopkins Hospital. The operations in the affected cases were as 
follows :—- 


Perineorrhaphy 
Hysteromyomectomy and myomectomy 
(Of the 7130 women 7°27 had fibroid tumours) 
Ovariotomy 
Hysterectomy for carcinoma 
Suspensio uteri 
Suspensio uteri and perineorrhaphy . 
Hysterectomy for pelvic inflammatory disease............ 
Miscellaneous 


This report of Schenck’s is quite in accord with that of Baldy 
and with my own experience. The causes of thrombosis, embolism 
and phlebitis are by no means definitely known. There is no doubt 
that infection is the cause of thrombo-phlebitis in a definite propor- 
tion of cases, but the fact that thrombosis and phlebitis occurred 19 


times in fibroid tumours and only once in pelvic inflammatory 
diseases is sufficient evidence that there are other factors than infec- 
tion in the production of these allied conditions. Anemia, increase 
in the number of white blood cells and blood plaques and changes in 
the relation of the chemical constituents of the blood, slowing of the 
blood stream, abnormalities in the walls of the veins and traumatism, 
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are all factors. The ultimate solution of this problem must be 
worked out on the lines of general pathology rather than by looking 
for a local cause. It is evident, however, that fibroid tumours in 
their development bring about such changes in the blood and circu- 
lation as to favour the development of thrombosis, embolism and 
phlebitis, and this fact constitutes one of the indications for the 
early removal of fibroid tumours. 


Frsro-Cysts oF THE UTervs As A COMPLICATION OF FIBROMYOMATA 
UTERI. 


In the total series of cases there were 58 fibro-cysts of the uterus, 
or 2°5 per cent. It is well recognized that the larger fibro-cysts 
rapidly increase in size and fluid contents, and cause a fatal 
termination in a manner similar to that caused by ovarian cysts. 
The natural history of the smaller cysts is not so definitely known, 
but there is every reason to believe that when cystic degeneration 
once occurs the fluid contents increase, and the small fibro-cyst 
becomes a large one. There is no doubt also that in a definite 
percentage of cases myxomatous degeneration ends in cystic 
degeneration. In another group of cases the termination is in 
necrosis, which is also true of edema of fibroids. 

Bland-Sutton holds (Bland-Sutton,J. ‘‘Essayson Hysterectomy.” 
London, 1904, p. 7) that myxomatous degeneration of a fibroid 
tumour, so described, is not so in fact, but that it is a primary 
condition which seems to bridge the interval between true fibro- 
myomata and sarcoma of the uterus. He appears to be alone in 
ascribing so serious a nature to myxomatous degeneration. 

Winter (loc. cit., p. 55) reports that Hofmeier in 255 fibroid 
tumours removed by operation found 8 fibro-cysts, or 3°2 per cent. 
Cullingworth found 5 fibro-cysts in 100 operations, or 5 per cent. 
If myxomatous degeneration, edema and hyaline degeneration were 
classed with the cystic degenerations, in which these morbid condi- 
tions frequently result, the percentage would naturally be far greater. 


AN#ZMIA AS A CoMPLICATION OF FrsromMyoMATA UTERI. 


Having considered the more important degenerations and com- 
plications arising in the uterus and tumour itself in whith it is 
feasible to draw fairly definite deductions as to the mortality which 
would ensue without operation, we will now consider a number of 
the associated conditions the result of fibroid tumuors. 

Hemorrhage resulting in anemia is one of the most common 
results of fibroid tumours. According to Winter (Winter, Georg. 
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“Die Wissenschaftliche Begriindung der Indikationen zur Myom- 
operation.” Zeits. fiir Geburts. und Gyndkol., Bd. lv., p. 59), it 
occurs in about two-thirds of the cases of myoma, most frequently 
in cases of submucous fibroids. My own experience would not 
indicate so large a percentage, but in cases of submucous fibroids it 
is always present, and is often very profuse, leading to profound 
anemia. I have reported two cases of this type. In one, the 
hemoglobin was reduced to 10 per cent., the erythrocites to 2,325,000. 
This patient was curetted to control the bleeding, and later had a 
hysterectomy, and made a good recovery. In the other, the hemo- 
globin was reduced to 15 per cent. and the erythrocytes to 1,016,000. 
This patient also made a good recovery. 

Grave anemia is a serious condition which produces profound 
invalidism while it lasts, and sometimes it is fatal or impossible 
to cure. A fatal result due to hemorrhage is rare. Pellanda 
(Pellanda, C. “La Mort par Fibromyomes Utérins,” Paris, 1905), 
in a study of 171 cases of death from fibromyomata without operation, 
states that in 64 per cent. of fatal cases death is due to hemorrhage. 
The more usual result of grave anemia is that, finally, the patients 
are operated upon and their unfavourable condition tends to swell 
the mortality of operation. 

The relation of anemia due to hemorrhage from fibroid tumours 
to degeneration of the heart and secondarily to degeneration of the 
kidneys is well recognized. These secondary results of fibroid 
tumours lead to a fatal termination in a definite percentage of cases 
without operation, and the same condition with the changes in the 
circulation due to pressure of the tumour constitute the chief under- 
lying causes of thrombosis and embolism following operation, which 
would be avoided by the early removal of the tumours. 


Ingurious PRESSURE UPON THE URINARY ORGANS BY FIBROID 
TUMOURS. 


Symptoms referable to the bladder are quite common in the life 
history of fibroid tumours. In quite a number of women upon 
whom I have operated for fibroid tumour, the cause of their seeking 
advice was that they were unable to void urine. In some of them 
this was the only symptom complained of. In other cases, through 
disturbances of the circulation and through infection, very marked 
bladder symptoms may be present, and cystitis may occur. In my 
experience this has been especially true of fibroids which had under- 
gone calcification. In some cases the pressure has been upon the 
bladder. As is well known, irritation in the lower end of the ureter 
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causes an intense desire to urinate. In one case coming under my 
observation an old lady of sixty-seven years, after a life of invalidism 
extending over thirty-two years, was driven to operation because of 
the torments she suffered from inability to hold her urine more 
than a few minutes. A calcareous fibroid had made such pressure 
upon the right ureter as to cause destruction of the right kidney; 
and thus the fibroid caused her death at sixty-seven, after she had 
endured her invalidism from the age of thirty-five in the vain hope 
of a cure through atrophy following the menopause. 


Knox (Knox, J. H. M. “Compression of the Ureters by Myomata 
Uteri.” Amer. Journ. Obstet., vol. xlii., No. 3, Sept. and Oct., 
1900, pp. 364 and 496) reports 25 cases of ureteral obstruction by 
means of fibroid tumours of the uterus. Ten of these occurred in 
Keily’s clinic at the Johns Hopkins Hospital, and 15 were collected 
from other sources. He concludes that some compression of the 
ureters is produced by a large proportion of all large fibroid tumours. 
This is a question which has received relatively little study, because, 
ag a rule, the cases (except those found at autopsy) have not been 
diagnosed. There is no doubt, however, that degenerative 
changes in the kidneys are caused by pressure upon the ureters as 
well as by cardio-vascular degeneration. 


RENAL COMPLICATIONS OF FIBROMYOMATA. 


Renal complications in the form of dilatation of the ureters from 
pressure and nephritis are more common than is usually believed. 
In 30 per cent. of Webster’s cases (loc. cit.) there was noted one or 
more of the following indications of renal involvement: deficient 
amount of urine or urea, albumen, casts, and edema of the feet. 
Webster believes that the factors concerned in the production of 
these renal disturbances are probably identical with those causing 
the cardiac changes in connection with myomata of the uterus. 


Dilatation of the ureters and hydronephrosis were mentioned 
four times in the series of 2,274 cases. Any other cases occurring 
in this series were not observed at operation or at autopsy. The 
literature, however, contains numerous references to this condition 
found at autopsy. . 

Pellanda (loc. cit.) states that in the natural history of the 
disease death from compression of the abdominal and pelvic viscera 
occurs in 25 per cent. of the fatal cases. Of 44 fatal cases from this 
cause, the intestine was involved in 20, the ureter in 13, and in 11 
the uterus, vagina, bladder or abdominal wall, was perforated. 
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CaRrDIO-VASCULAR CHANGES DUE TO FIBROMYOMATA. 


The relation of fibroid tumours to degenerative changes in the 
myocardium and in the blood-vessels is a problem which as yet is not 
definitely settled. The occurrence of brown atrophy and of fatty 
degeneration of the heart, of fibroid changes in the arterioles, of 
secondary degenerations in the kidneys, and of changes in the 
circulation, blood-vessels and blood, leading to thrombosis and 
embolism, have all been ascribed to the influence of fibroid tumours 
upon the economy. The evidence is satisfactory that all these 
secondary changes do occur, but the percentage and mode of their 
occurrence are not definitely known. 

Heofmeier (Hofmeier, M. “Zur Lehre vom Shock (Ueber 
Erkrankungen der Circulations-Organe bei Unterleibsgeschwiilsten).” 
Zeits, fiir Geburts. und Gynikol., 1885, Bd. xi., p. 366); Fenwick, 
Bedford. “On Cardiac Degeneration from the Pressure of Abdominal 
Tumours.” The Lancet, Vol i., May 26, 1888, p. 1015); Strassman 
and Lehmann (Strassman, P., and Lehmann, F. “ Zur Pathologie 
der Myomerkrankung.” Archiv fiir Gyndkol., Bd. lvi., H. 5, p. 503), 
all have discussed this question zn extenso. 

Boldt in a study of this subject (Boldt, H. J. “ Uterine Fibro- 
myomata and Visceral Disease.” New York Med. Journ., Oct. 28, 
1905, Vol. Ixxxii., No. 2, pp. 887—895), covering 79 cases of fibro- 
myomata, states that in 37 patients, or nearly 47 per cent., some 
circulatory disturbance was noted. In many of the patients the 
symptoms might have been functional in their nature. One patient 
died of angina pectoris. Five of the patients died after operation. 
Death in three of the five patients was clearly due to cardio-vascular 
degeneration. 

Pellanda (loc. cit.) states that death in the natural course of 
fibromyomata occurred from thrombosis of the pelvic venous sinuses 
and pulmonary embolism, cardiac lesions and sudden syncope, in 
11:1 per cent. of the cases. 

From my own experience I do not believe that cardio-vascular 
degeneration plays a very important réle in producing fatal results 
in fibromyomata of the uterus either in the natural history of the 
disease or after operation except in neglected and late cases. The 
changes are secondary, as a rule, to anemia from hemorrhage or to 
malnutrition either by hemorrhage or by disturbances of digestion 
malnutrition superinduced either by hemorrhage or by disturbance 
of digestion from pressure of the tumours. Interference with the 
circulation by pressure of the tumours also plays its réle in the 
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production of thrombosis, phlebitis and embolism. If patients were 
operated upon early, or if when referred for operation late they were 
well prepared before operation, the mortality from cardio-vascular 
changes would be much diminished. There is no doubt that the 
occurrence of thrombosis, phlebitis and embolism is favoured by 
the anemia and cardio-vascular degenerations resulting from fibroid 
tumours, and thus adds to the morbidity of operations for fibroid 
tumours. Fortunately only a small percentage of cases of thrombosis 
or of phlebitis end fatally either by embolism or by septicemia. 
Winter (Winter, Georg. “Die wissenschaftliche Begriindung 
der Indikationen zur Myomoperation.”  Zeits. fiir Geburts. und 
Gynikol., Bd. lv., p. 109) has studied a series of 266 cases of fibroid 
tumours from the standpoint of the relation of these growths to heart 
lesions. He did not trust to his own examinatoin, but sent each 
of the patients to a skilled physician for examination. A summary 
of the results follows :— 
(1) Heart entirely normal ; clear tones, normal outline 163 cases, 60% 
(2) Murmurs (78) and impure tones (3) were observed 81 cases, 30% 
The significance of the murmurs was ascribed to: 
Anemia 
Apparent anemia 
Arterio-sclerosis 
Neurasthenia 
Adipositas cordis 
(3) Dilatation and hypertrophy (cases due to valvular 
disease and myocardial alterations excluded)... 16 cases, 6% 
14 cases of dilatation ; majority due to anemia; 
some could be accounted for by nephritis, 
arterio-sclerosis, emphysema. 
(4) Cardiac insufficiency 3cases, 1% 
Mitral regurgitation 
Mitral stenosis 


(5) Myocardial disease 3cases, 1% 


This contribution of Winter is especially important as showing 
the percentage of cases having cardiac changes secondary to fibroids, 
presumably in the group of cases capable of walking to a physician’s 


office. 


THE INFLUENCE OF THE MENOPAUSE UPON DANGERS ARISING FROM 
Fisroip Tumours. 


The classical position was that if a woman would but endure the 
sufferings entailed upon her until the menopause, the tumour would 
undergo atrophy and disappear, the woman thus making a spon- 
taneous recovery. At this time it is scarcely necessary to say more 
than that this teaching had but a small basis in fact. It is true that 
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some fibroid tumours undergo atrophy after the menopause and 
become smaller, but I am not personally acquainted with a single 
authentic case in which a fibroid tumour has entirely disappeared 
after the menopause. Those mentioned in the literature which I 
have investigated have belonged to this category; that is, the state- 
ment is that they have become very much smaller or that the reporter 
has been told by somebody else that they have disappeared. On the 
contrary, it is very well known that the dangers arising from fibroid 
tumours are much greater at and after the period of the menopause 
than in women under forty. This fact has been especially empha- 
sized by Bland-Sutton (loc. cit.) amongst others. The point has not 
yet been worked out definitely, and therefore should particularly 
engage the attention of gynecologists at this time, but from my 
own experience I am inclined to believe that cancer of the body of 
the uterus is as apt to occur in connection with the small, partly 
atrophied tumours found after the menopause as in tumours of larger 
size. It is well recognized that instead of undergoing atrophy 
at the time of the menopause a considerable proportion of fibroid 
tumours grow very much more rapidly after than before that period. 
Necrosis, cancer, sarcoma and cystic degenerations, are all more 
common after forty than before it. The tumours which become 
calcareous later in life produce injurious pressure symptoms upon 
the urinary organs and bowels. Calcareous tumours are especially 
liable to undergo necrosis from defective blood supply. The cardio- 
vascular degenerations arising from fibroid tumours are also much 
more common after forty than before it. 

In 187 women operated upon for fibroid tumours by myself 
(Noble, Charles P. ‘The Complications and Degenerations of 
Fibroid Tumours of the Uterus as Bearing upon the Treatment of 
these Growths.” Journ. Brit. Gynec. Soc., 1901, vol. xvii., No. 67, 
p. 179) the following were the ages classified in decennial periods : — 

Under 20 

Between 20 and 30 
Between. 30 and 40 
Between 40 and 50 
Between 50 and 60 
Between 60 and 70 

In the last 100 women operated upon for fibroid tumours by 
abdominal hysterectomy, the ages were as follows : — 
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Thus of 287 women who were driven to operation because of 
fibroid tumours, 8, or 16 per cent., were upwards of fifty years of 
age. When it is considered that most fibroid tumours are removed 
before women reach the age of forty-five, it is striking evidence of 
the fact that they are prone to produce grave disorders in women 
who have passed the menopause. 

As illustrative cases, I might refer to the one already reported, 
in which a woman of sixty-seven was driven to operation from 
intolerable bladder symptoms after enduring invalidism and semi- 
invalidism from the age of thirty-five. 


I have also reported the case of a physician’s wife who had 
suffered from the age of thirty-five to fifty-three from uterine 
hemorrhages before the menopause was established. Subsequently 
her health improved, but she was never a vigorous woman. When 
about seventy-five years of age, after a rough drive on a country 
road, the tumour became necrotic, an abscess developed which rup- 
tured into the bowel, a drainage operation was performed, but the 
patient died of sepsis. 

A striking case was that of Miss M., aged sixty-three, referred 
to me by the late Dr. Pugh. Her family and personal history pre- 
sented nothing of a special nature. She passed the menopause at 
the age of forty-five without incident. She had been relatively well 
until nine months before consulting me, when she had had difficulty 
with the bladder and sometimes incontinence. Subsequently she 
had been troubled with leucorrhea in increasing quantities and with 
some odour. For some weeks before she came to me the leucorrheal 
a discharge had been stained with blood. Upon examination a vir- 
ginal and senile vagina was found (Noble, Charles P. “ Report of a 
Case of the Invasion of a Fibromyoma of the Uterus by an Adeno- 
carcinoma, which by Metaplasia had assumed the Appearance of a 
Squamous-celled Carcinoma.” Amer. Journ. Obstet., Vol. xlix., No.3, 
p. 306), the cervix was small and normal, and the uterine body was 
much enlarged and irregular in shape, suggesting fibroid tumour. A 
clinical diagnosis of degenerating tumour or a fibroid tumour com- 
plicated by an adenocarcinoma of the corpus was made. A hyster- 
ectomy was advised; curettage was performed, as a preliminary, 
for diagnostic purposes, and no evidence of cancer was foynd; hence 
a diagnosis of degeneration of a fibroid was made. Supravaginal 
hysterectomy was performed, and the uterus was cut open by an 
assistant, when the endometrium was found smooth and apparently 
uninvaded by any growth. Later the pathologist reported a 
squamous epithelium of the fibroid, and after further study made the 
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diagnosis indicated by the title of the paper in which the case was 
first reported. In other words, a fibroid tumour quiescent in the 
uterus for years was the final cause of the development of cancer at 
the age of sixty-three. The operation was performed February 
18th, 1903, and although the cervix was left, there has been no 
recurrence. 

Another instructive case is that of Mrs. H., aged forty-nine, who 
consulted me in 1891 complaining of neuralgic pains and the nervous 
symptoms of the menopause, which had existed for six months. 
Her menstruation was not excessive, although it came every three 
weeks. She was very pale and in poor health. Upon examination 
a large nodular fibroid tumour was found filling the pelvis and ex- 
tending half way to the umbilicus. At that time I advised ex- 
pectant treatment and prescribed tonics, and gradually her 
nutrition improved. In 1902 she consulted me to thank me for the 
advice I had given her in 1891 and to say that the statement I had 
made at that time, that the tumour would become smaller, was true, 
because from her standpoint it had disappeared. She refused ex- 
amination. She consulted me again (May 28rd, 1904), and upon 
examination I found a tumour pretty well filling the pelvis. She 
had lost thirty-seven pounds in the preceding seven months, and was 
suffering from nausea, vomiting and partial obstruction of the 
bowels. There was every reason to believe that she had cancer of 
the uterus, with secondary involvement of the intestines. She died 
later in the summer. 


SPONTANEOUS DISAPPEARANCE OF Fisroip TUMOURS AFTER PREGNANCY. 


There is much more evidence of the spontaneous disappearance of 
fibroid tumours in a small percentage of cases after pregnancy than 
is true of their disappearance after the menopause. Thus Doran 
(Doran, Alban. “On the Absorption of Fibroid Tumours of the 
Uterus.” Trans. Obstet. Soc. of London, Vol. xxxv., 1893, p. 250) 
reports thirteen cases of the spontaneous disappearance of fibroid 
tumours associated with pregnancy. In eleven it is stated that the 
fibroids entirely disappeared, and that in two they partly disappeared. 
Doran says, although many of the cases reported may have been 
based on an error in diagnosis, nevertheless so many cases have been 
recorded by experienced authorities that there can be no doubt that 
fibroid tumours of the uterus of considerable size sometimes disappear 
spontaneously before the menopause. In a study of the subject in 
1904, Doran expresses himself even more sceptically concerning the 
spontaneous disappearance of fibroids (Doran, Alban. “The 
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Disappearance or Absorption of Fibroids before the Menopause.” 
Journ. of Obst. and Gyn. of the Brit. Empire, August, 1904, Vol. vi., 
p- 141). He refers repeatedly to errors of diagnosis and to the 
possibility of mistaking inflammatory masses for fibroids. He admits 
the possibility of the disappearance of fibroids, but says, “ Evidence 
as to their total or almost complete disappearance before the meno- 
pause is very scanty and unsatisfactory.” 

Olshausen (Olshausen, Robert. “ Myom und Schwangerschaft.” 
Veit’s Handbuch der Gyndkologie, 1897, Bd. ii., p. 767) states that 
myomata, as a rule, undergo considerable diminution in size after 
the puerperium. In most cases they do not become any smaller than 
they were before pregnancy; in others, the shrinkage goes farther. 
The entire disappearance of fibroids during the puerperium has been 
reported by so many trustworthy authorities that it can be no longer 
doubted. 

I have never observed the entire disappearance of a fibroid 
tumour, either after pregnancy or the menopause, nor has any case 
been reported to me as having been observed by any of my acquaint- 
ances. Therefore, while it is probable that fibroid tumours have 
disappeared spontaneously both after pregnancy and after the 
menopause, such a termination is one of the rare exceptions in 
the history of these growths, and is never to be anticipated in any 
particular case. 


ReEcENT LITERATURE OF FIBROID TUMOURS OF THE UTERUS. 


For the purpose of this paper, based as it is upon the exact study 
of a consecutive series of cases, much of the recent literature, in 
itself valuable, could not be employed; hence, in this connection 
I shall refer to a few of the papers which have especially impressed 
me among the many consulted in the hope of finding consecutive 
series of cases to add to the present table of 2,274 cases. 

Gordon, of Maine, in 1893, was one of the first to advocate the 
early removal of fibroids in cases which produced symptoms, and to 
make the claim that a very large percentage of fibroids do produce 
symptoms (Gordon, 8. C. “ Dangers and Complications of Uterine 
Fibroids.” Trans. Amer. Gynec. Soc., 1893, p. 91). In 1895 
(Gordon, S.C. “ Further Experience and Observations in Hysterec- 
tomy for Fibroids.” Trans. Amer. Gynec. Soc., 1895, p. 30) he again 
emphasized this belief, and in various discussions which have taken 
place since that date he has always maintained the correctness of 
the teaching that almost all fibroid tumours should be removed, 
certainly all fibroids which were causing symptoms when the patient 
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consulted the physician, and has repeatedly pointed out that women 
do not consult a physician unless fibroid tumours are producing 
symptoms. In his first paper he calls especial attention to the 
degenerations and complications which are present in a large 
percentage of fibroid tumours. 

Richardson, of Boston, in a suggestive paper (Richardson, 
Maurice H. “Uterine Fibroids.” Boston Med. and Surg. Journ., 
1904, Vol. cl., No.2, p.39), states: ‘‘ Whenever we postpone operation 
on uterine fibroids, no matter how benign these tumours may seem, 
we are running a risk beside which the dangers of an operation are 
but trivial.” Richardson believes that the risk of operation in 
skilful hands is less than the risk of overlooking carcinoma and 
sarcoma under the mistaken diagnosis of an uncomplicated fibroid. 

Lewis (Lewis, Henry F. “Malignancy in Uterine Myomata.” 
Amer. Journ. Obstet., New York, October, 1905, Vol. lii., No. 4, 
pp. 481—494) says that an etiological relation between adeno- 
carcinoma of the corpus uteri and fibroma seems probable, 
although the exact relationship cannot be stated. “I would like to 
make it a working rule that every fibroid of the uterus should be 
operated upon as soon as the diagnosis is made, except small ones 
whose only symptoms are slight discomfort due to their mechanical 
presence in the pelvis. These should be excepted only when the 
patient can be under proper surveillance and is willing to undergo 
examination at intervals of a few months and to report at once 
upon the occurrence of noticeable symptoms of any kind.” Lewis’s 
conclusions are based largely on a study of the literature. 

Eastman (Eastman, Thomas B. “Innocent Fibromyomata of 
the Uterus.” Journ. of the Amer. Med. Assoc., October 21, 1905, 
Vol. xlv., No. 2, pp. 12838—1243), in a study of the literature, and 
more particularly a study of his own experience,embracing 169 cases, 
reports 5 cases which illustrate the impracticability and often the 
impossibility of making a diagnosis of certain conditions existing in 
fibroid tumours prior to their removal; also 2 cases in which women 
were not operated upon when first examined, as they presented no 
special symptoms at the time—both of these patients died later 
without operation, for when seen again they were in such condition 
that operation was impracticable. The first patient had a fibroid 
tumour extending to the umbilicus, with few symptoms. She refused 
operation because the tumour was giving no trouble. <A year later 
she presented herself, being eager for operation, but in the meantime 
she had developed fatty degeneration of the heart, and operation 
was impracticable; six weeks later she died. The second patient 
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presented herself not because of suffering, but because having a large 
abdomen her neighbours questioned her chastity. She preferred to 
wait until cool weather before being operated upon. Soon after, she 
was seized with a chill, high temperature, etc., and died. Autopsy 
showed necrosis. The third patient had some hemorrhagic symp- 
toms and a tumour equal in size to acocoa-nut. It was not considered 
a complicated case. Upon operation and examination necrobiosis was 
found. The fourth case was that of a woman with a large tumour 
suffering from hemorrhage and pressure symptoms, but able to sup- 
port herself and a large family as awasherwoman. A diagnosis of un- 
complicated fibroid tumour wasmade. After the removal of the tumour 
by operation, microscopic studies showed sarcomatous degeneration. 
The fifth patient had a tumour which she believed was giving her no 
trouble, although her general health was failing. After operation a 
microscopic study showed adenocarcinoma of the corpus uteri. His 
seven cases all present one common characteristic—the lack of any 
symptom which would indicate a pathological lesion other than the 
tumour itself. They all belong to the class in which the expectant 
treatment is advised by those who consistently hold to the classical 
position; occurring in a short series of cases, they offer strong evi- 
dence of the unwisdom of this position. Eastman concludes by say- 
ing: “TI am convinced that all fibromyomata should be removed 
unless there should be concurrent conditions which render the opera- 
tion inadvisable.” 

Bovée (Bovée, J. Wesley. “The Treatment of Fibroid Tumours 
of the Uterus.” Amer. Journ. Obstet., New York, August, 1905, 
Vol. 52, No. 2, pp. 203—209), after discussing the teachings of the 
recent literature upon fibroids, says: “I believe the scientific treat- 
ment of fibroid tumours should always be extirpation.” Bovée is 
convinced that there is a causal relation between the presence of a 
fibroid tumour in the uterus and the development of cancer of the 
corpus. 

Goffe (Goffe, J. Riddle. “ Fibroid Tumours of the Uterus as a 
Cause of Cancer.” Amer. Journ. Obstet., N.Y., April, 1905, Vol. 
51, No. 4, pp. 500—505) says that “all fibroid tumours wherever 
situated and whatever their size and regardless of the age of the 
patient, except in extreme old age, should be removed forthwith.” 
Goffe is impressed with the evidence that fibroids predispose to the 
development of cancer of the corpus. 

Russell (Russell, A. W. “Some Cases of Uterine Myoma.” 
Glasgow Med. Journ., 1905, Vol. 63, pp. 241—252) says that cessa- 
tion of growth and even the spontaneous disappearance of a fibroid 





Noble: Uterine Fibroids 465 


must be admitted as possible, though it is so unusual and so uncer- 
tain that it would be foolish to calculate upon its occurrence. The 
day is near when, owing to improved technique ensuring greater 
safety, the discovery of a myoma by the gynecologist will be the 
signal for its early removal by one of the improved methods. 
Russell discusses the various secondary consequences of fibroids, and 
says that experience has taught him that the disease is far more 
serious than has been thought in the past. 

Bland-Sutton (Bland-Sutton, J. “The Perils and Complications 
of Fibroids after the Menopause.” The Lancet, June 6, 1903, 
p. 1571), in a paper suggested by the one read by myself before the 
British Gynecological Society in 1901 which was followed by 
the papers of Cullingworth and Scharlieb, emphasizes the perils and 
complications of fibroid tumours after the menopause; necrosis 
and infection of fibroids after the menopause; and cancer of the 
uterus. He emphasizes the point that the menopause far from 
bringing safety and comfort to women having fibroid tumours 
increases the dangers of these growths. He concludes his article as 
follows: “ Certainly there is nothing more ironical than a woman 
spending twenty or even thirty years of her life as a chronic invalid 
on account of a uterine fibroid, in the expectation that at the 
menopause she will be restored to health and begin a new life, and 
then to realize that far from this dream being fulfilled the fibroid 
becomes necrotic, extruded and septic, and places her life in the 
gravest peril! and that she may die in spite of surgical intervention.” 


Polak (Polak, John Osborn. “ Observations on Fibromyomatous 
Tumours of the Uterus.” New York Med. Journ., May 26, 1906, 
p. 1061) reports his experience in operating upon 38 women having 
fibroids. In 12 women he performed myomectomy, and in 7 of 
the 12 it was necessary to perform a hysterectomy later. This 
experience is so unique as to deserve mention. He says that “ there 
can be no doubt, considering the weight of evidence, that fibro- 
myomata predispose to malignancy. Myomata are more prone than 
fibromyomata to malignant degeneration, and adenocarcinoma of the 
body in a myomatous uterus is not infrequent, particularly at or just 
after the menopause.” 

Deaver (Deaver, John B. “ Hysterectomy for Fibroids of the 
Uterus.” Amer. Journ. Obstet., December, 1905, Vol. 52, No. 6, 
pp. 858—874) reports his experience in the removal of 250 fibroid 
tumours by abdominal hysterectomy, and gives a table of the com- 
plications which were found. The list of complications was so 
palpably incomplete that in the discussion on his paper he admitted 
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that the records were by no means exact. Deaver follows the classi- 
cal lines in his argument, although the number of his operations 
and the good results secured in the last 100 as compared with his first 
150 indicate that favourable cases have sufficient symptoms to 
cause even a surgeon advocating the traditional attitude to resort 
to operation. 

Haultain is amongst the few who, writing recently upon the 
subject, question the frequency or the importance of malignant 
degenerations or complications of fibroid tumours (Haultain, 
T. W. N. “ Malignant Degenerations or Complications of Fibro- 
myomata of the Uterus.” Journ. Obstet. and Gynec. Brit. Empire, 
Vol. vi., August, 1904, p. 120). Upon limited personal material 
and with scanty reference to the literature, he gives his ipse dizit 
that “malignancy and fibromyomata have an almost independent 
origin, and but slightly affect one another.” Nevertheless, he says, 
that out of nine cases of adenocarcinoma operated upon by himself, 
four were associated with fibroid tumours of the uterus. He makes 
one point, however, of genuine importance, which is, that as fibroid 
tumours frequently cause sterility, the percentage of cases of cancer 
of the cervix as compared with cancer of the body of the uterus 
would be made relatively smaller because of the lesser percentage 
of labours and of traumatism to the cervix. 


OBSTRUCTION OF THE BOWELS, PARTIAL OR COMPLETE, FROM THE 
PREsSURE OF Fisrorp Tumours. 


Partial obstruction of the bowels from fibroid tumours is relatively 
common. Numerous instances of this type have come under my 
observation in which obstinate constipation with distension and 
ultimately partial paralysis or atony of the colon has been due to 
pressure from fibroids. In such cases digestion is usually much 
disturbed, with resulting malnutrition, auto-intoxication and 
secondary degenerative changes in the blood-vessels and kidneys. 
Another serious result of this condition is that after operation 
paralysis of the bowel, partial or complete, is not infrequent. I have 
seen numerous cases in which the life of a woman was in serious 
jeopardy from this cause, and have seen death ensue ih spite of all 
efforts to get rid of the intestinal gas. Death in such cases is due 
to heart failure from pressure upon the heart through the diaphragm. 

Donald, of Manchester (Donald, Archibald. Journ of Obst. and 
Gyn. of the Brit. Empire, May, 1906, Vol. ix., No. 5, p. 383), reports 
an interesting case of acute intestinal obstruction from a fibroid 
tumour. The obstruction was due to adhesions. 
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Pellanda (loc. cit.) states that in the fatal cases in the natural 
history of the disease, death results from compression of the bowel 
in about 12 per cent. of the cases. 


The literature contains reports of isolated cases, and doubtless a 
certain percentage of cases of obstruction said to be due to adhesions 
are primarily due to the presence of a fibroid tumour. Perhaps the 
most remarkable fact in connection with fibroid tumours is how the 
fecal contents of the bowel pass by fibroid tumours which apparently 
absolutely fill the pelvis. 


Frpromyomata A CAUSE OF STERILITY. 


Olshausen (Olshausen, Robert. “ Myom und Schwangerschaft.” 
Veit’s Handbuch der Gynikologie, Bd. ii., 1897, p. 767) states that 
women having fibroid tumours are often sterile. Among 1,731 
married women there were 520, or 30 per cent., who were sterile. 
As the sterile women are those who most frequently come under the 
physician’s observation, the true percentage of sterility is probably 
lower. Small subserous fibroids frequently prevent conception by 
distortion and displacement of the adnexa. Interstitial fibroids 


form a considerable hindrance to conception through the changes 
in the endometrium and the deformity of the uterine cavity which 
they produce. Cervical fibroids and cervical polyps usually prevent 
conception, although there are exceptions to this rule. 

The statements of Olshausen commend themselves to all those 
who have large experience in dealing with fibroid tumours. 


Tue INFLUENCE oF Frsprorip TuMouRS UPON PREGNANCY AND LABOUR. 


Olshausen (ibid., p. 780), from the statistics of numerous writers, 
concludes that the position of the child in utero is considerably 
influenced by the presence of myomata in the cervix or in the lower 
uterine segment. For example :— 


Presentation. Normal. Fibroids. 


Vertex 
Breech 
Transverse 


He quotes numerous authors concerning dystocia in labour com- 
plicated with fibroids. Siisserott collected 147 cases; in 20 the 
forceps was used; 8 mothers and 13 children died. Nauss had 19 
forceps deliveries in 241 cases; there were 5 maternal deaths. The 
mortality from version in fibroids is startling. Defour states that 
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out of 35 cases, 21 mothers and 27 children died. Out of Siisserott’s 
20 cases, 12 mothers and 17 children perished. Nauss reports 26 
cases with 20 maternal deaths. 

J. Whitridge Williams (Williams, J. Whitridge. Obstetrics, 
New York, 1903, p. 574) quotes Pinard as reporting 84 cases of 
fibroid tumour in 13,917 consecutive labours, or 0°6 per cent. 
Labour was spontaneous in 54, operative aid was required in 30, and 
the maternal mortality was 3°6 per cent. Williams states that sub- 
mucous myomata on account of the associated hemorrhagic changes 
in the endometrium predispose to abortion or miscarriage. Preg- 
nancy also influences the tumours, causing them to increase rapidly 
in size, more as the result of edema than of actual hypertrophy. 
The softened tumours, owing to the pressure of the growing ovum, 
undergo changes in shape, the pedicles may become twisted and 
gangrenous, and peritonitis may ensue. 

At labour, the effect of the myoma depends on its size and 
situation. Generally speaking, subserous tumours have no great 
significance, except when their size leads to pressure symptoms. On 
the other hand a pedunculated tumour may become prolapsed into the 
pelvis and give rise to serious dystocia. As a rule, interstitial fibroids 
of the lower uterine segment or cervix offer serious obstruction to 
labour. Fibroids in certain cases seem to predispose to placenta 
previa and post partum hemorrhage. In the puerperium myomata 
not infrequently undergo degenerative changes—sometimes gangrene 
—if they have been subjected to prolonged pressure. 

The results reported after the forceps and version might be, and 
probably would be, improved by substituting the Porro operation, 
which would not only deliver a living child, but at the same time 
cure the woman of the fibroid tumour. 

Lack of space prevents a further study of the relation of fibroid 
tumours to labour, but it is well recognized that in certain cases 
they produce death from dystocia and from accidents to the tumour 
(such as twisted pedicle, necrosis and infection of the tumour), and 
that one of the more serious risks of labour complicated by fibroid 
tumours is post partum hemorrhage, as the presence of the tumour 
in the uterus interferes with the normal contraction and getraction 
of the uterus after the expulsion of the placenta. Nevertheless there 
is a general consensus of opinion among those best qualified to judge 
that the relation of fibroid tumours to pregnancy is most marked 
in the production of sterility, and that unless unfavourably situated 
(that is, submucous and particularly in the lower segment of the 
uterus or in the cervix) women with fibroid tumours of moderate 
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size will probably go through pregnancy and labour without serious 
trouble. Iam not acquainted with statistics dealing with a sufficiently 
large series of cases to state the actual risks entailed. 


CoMPLICATIONS OF FIBROMYOMATA OUTSIDE THE TUMOUR AND UTERUS. 


In addition to the deaths which would ensue from degenerations 
in the tumour and complications in the uterus as a result of fibroid 
tumours, amongst 252 women there existed the following complica- 


tions outside the tumour and uterus which would have proved fatal 
without operation :— 


Dermoid cyst, suppurating 

Dermoid cyst with twisted pedicle 

Dermoid cyst, suppurating; sinus through abdominal 
wall from previous drainage operation 

Ovarian cyst, suppurating 

Ovarian cyst, twisted pedicle 

Ovarian cyst, bilateral 

Ovarian cyst, unilateral 

Carcinoma of ovary 

Papillary carcinoma of both ovaries 

Abscess of ovary, bilateral 

Abscess of ovary, unilateral 

NE TI ice Sac Rc dessssesnsiacnisiancestcionees 

Abscess of broad ligament 

Pyosalpinx, bilateral 

Pyosalpinx, unilateral 

Pyosalpinx with tubo-ovarian abscess ................0.06- 

Pyosalpinx and salpingitis 

Hydrosalpinx with tubo-ovarian abscess 

Salpingitis with tubo-ovarian abscess 

Intestinal obstruction, chronic 

Intestinal obstruction, acute 


he Co 
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252=11% 


Some other conditions would no doubt prove fatal in a certain 
percentage of cases, such as: Ectopic pregnancy, parovarian cyst, 
disease of the kidneys due to pressure, chronic anemia from 
hemorrhage, and intercurrent diseases superinduced by the poor 
constitutional condition of the patient. What the percentage of 
deaths would be from these various complications which have been 
excluded from the table is, of course, unknown, but it would be 
appreciable. In 1904, in analyzing 1,188 cases, it was stated that 
18 per cent. of them would have died of complications outside the 
tumour and uterus, as compared with 11 per cent. in this larger 


series, which indicates that the experience of different surgeons 
varies. 





470 Journal of Obstetrics and Gynecology 


Conditions Outside the Tumour and Uterus in 337 Cases in the 
Writer’s Practice which would be Fatal Without Operation : — 


Dermoid cyst with twisted pedicle 

Dermoid cyst, suppurating; sinus through abdominal 
wall from previous drainage operation 

Ovarian cyst, bilateral 

Ovarian cyst, unilateral 

Adeno-carcinoma of the ovary 

Papillary carcinoma of both ovaries 

Abscess of ovary, unilateral 

Abscess of broad ligament 

Pyosalpinx, bilateral 

Pyosalpinx, unilateral 


© mt CO et et He OD 


las 


51=15% 


Conditions Outside the Tumour and Uterus which would be Fatal 
Without Operation in the Writer’s Last 100 Consecutive Cases 
Subjected to Abdominal Hysterectomy : — 


Adeno-carcinoma of ovary 
Ovarian cyst, bilateral 
Ovarian cyst, unilateral 
Abscess of ovary 
Pyosalpinx, bilateral 
Pyosalpinx, unilateral 
Abscess of broad ligament 


| HK OID AbwoeH 


Thus in my total experience the estimated mortality from 
complications outside the tumour and uterus was 15 per cent. as 
compared with 11 per cent. for the mixed series of 2,274 cases, and 
in my last 100 abdominal hysterectomies it was 23 per cent. as 
compared with 11 per cent. in the total series. This would indicate 
that the cases coming under my care not only represent the average 
in gravity, but are worse than the average. This is true both of 
the degenerations and complications in the tumour and uterus, and 
also of the complications outside the uterus. 

In the discussions upon this subject that followed the reading of 
some of my former papers, there was an attempt on the part of some 
to cause confusion by the claim that complications outside the tumour 
and uterus have nothing to do with the question of whether or not 
fibroid tumours should be operated upon. It is undoubtedly true 
that this question is secondary and relative, and not primary. It is 
none the less a fact that of the 2,274 women upwards of 11 per cent. 
would have died of the complications outside the tumour and uterus 
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without operation, and in my own experience it is true of 15 per cent. 
in 337 and of 23 per cent. in the last 100 hysterectomies. Therefore, 
the existeace of these complications has a positive bearing 
upon the percentage of cases in which operation is required in women 
with fibroid tumours. Not only complications which would be 
fatal, but also numerous other complications enumerated in the 
tables, would demand operation even if the fibroid tumours were not 
present. With the abdomen once open, one would be more than a 
confirmed upholder of the legends and traditions of the profession 
to remove the complicating or associated conditions and to leave in 
the fibroid tumour, when both can be removed at the same time. 
The same facts might be stated as follows:—The complications 
outside the tumour and uterus, or if the term is preferred, the 
associated conditions present in women with fibroid tumours, 
the diagnosis of which was secondary to that of the fibroid tumour, 
and which were perhaps obscured by the presence of the tumour and 
discovered only during operation upon the tumour or from the 
pathological study of the specimens thereafter, would, if neglected or 
treated by the expectant plan advised by the adherents of the 


classical position, have resulted in the death of 11 per cent. of the 
2,274 women. 


Frsroip Tumours Propucinc Frew or No Symptoms. 


As indicated by the tables, at least two-thirds of all fibroid 
tumours are complicated. It is my experience that it is rare to 
encounter fibroid tumours which are not producing symptoms. If 
the tumours do not produce symptoms, the women do not consult a 
physician. Occasionally, of course, a pelvic examination is made 
for some other reason, such as to find out the cause of sterility, and 
in this way an accidental diagnosis of a fibroid tumour is made. But 
my experience fully bears out the teaching of the tables, that it is 
the exception for a fibroid tumour to be present and not to produce 
symptoms. At the present time I have under my care or within my 
knowledge eight women who have had small fibroid tumours for 
years, which have not grown and which have produced but few 
symptoms. All these women were advised to await events. In two 
of them trouble ensued. In one, a fibroid nodule became submucous 
and caused such active bleeding that it was necessary to do a 
hysterectomy at the age of fifty-four, the operation incidentally 
curing a supposed neuritis in the left leg, which was merely a 
pressure symptom; in the other, a fibroid tumour became a polypus, 
was thrown off from the uterus without special pain, and was re- 
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moved as a pedunculated growth within the vagina, the indication 
being hemorrhage. This patient still has a small subperitoneal 
fibroid about as large as an English walnut. Other patients with 
fibroid tumours have passed through my hands, refused advice, and 
disappeared from notice, but these eight cases include all those of 
which I have personal knowledge as to the relative innocency of these 
growths. Two of them have been driven to operation, and this 
may prove to be the result in the remaining six. I confess that I 
am still influenced by the traditions of the profession with reference 
to this particular group of tumours, and at the present time advise 
expectant treatment, with considerable doubt as to its justification. 


Expectant TREATMENT IN UNCOMPLICATED Frsrorp Tumours oF 
THE UTERUS. 


As shown by the tables in 2,274 cases of fibroid tumours, com- 
plications or degenerations existed in 1,553; that is, two-thirds were 
complicated cases and one-third were uncomplicated; also that in 
about half the cases the complications were such that an operation 
would be required had no fibroid tumour been present. 

This represents the facts as to fibroid tumours when they come 
under the observation of the gynecologist. The advocates of the 
traditional teachings concerning fibroid tumours will claim that this 
is true only of a class, and that many women with fibroid tumours 
do not consult a gynecologist, and that those who do not have no 
complications. Doubtless there is an element of truth in this claim, 
but, as stated elsewhere in this paper, it is far more than offset by 
the failure to record degenerations and complications in the reported 
series. So far as it is possible to arrive at truth by the statistical 
method, it is my own opinion that the table furnishes an under-, 
rather than an over-, statement of the facts. A careful reading of 
the list of degenerations in the tumour, the complications in the 
uterus, in the uterine appendages, in the ligaments of the uterus, 
and elsewhere in the abdomen, will convince the inquirer after truth 
that a large proportion of the women with fibroid tumours would 
require operation even if no fibroid tumour were present. 


THe Morality oF OPERATIONS FOR Fisrorp Tumours. 


The risk of removing fibroid tumours by operation, has steadily 
diminished with the development of gynecology. Recently Baldy 
(Baldy, J. M. “The Mortality of Operations upon Fibroid Tumours 
of the Uterus.” Amer. Journ. Obstet., Sept., 1905, Vol. lii., No. 3, 
p- 370) has reported his entire experience in operations upon fibroid 
tumours, 250 operations with 21 deaths, or 84 per cent. mortality. 
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In the last 105 operations there were three deaths, or 2°85 per cent. 
mortality. 

Deaver (Deaver, John B. “ Hysterectomy for Fibroids of the 
Uterus.” Amer. Journ. Obstet., Dec., 1905, Vol. lii., No. 6, p. 858) 
has reported 233 cases of operations (hysterectomy) for fibroid 
tumours with 21 deaths, or 81 per cent. mortality. In the last 
105 supravaginal hysterectomies there were three deaths, or 2°85 
per cent. mortality. 

In the Johns Hopkins Hospital Clinic (private communication) 
there have been 308 myomectomies with 14 deaths, 691 hysteromyo- 
mectomies with 22 deaths, or 3°6 per cent. mortality. In the last 
100 cases of operation for fibroid tumour there have been three 
deaths, or 3 per cent. mortality. 

In my own practice, in the last 100 cases of abdominal hysterectomy 
for fibroid tumour (from December 22, 1900, to February 26, 1906) 
there was one death. This death was caused by the distension of 
the intestines with gas and paralysis of the heart. Autopsy showed 
neither peritonitis nor evidence of infection. Since December 22, 
1900, there have been performed 13 vaginal myomectomies, 2 vaginal 
hysterectomies for fibroid tumour, 11 abdominal myomectomies and 
(between February 26and May 8, 1906) 6abdominal hysteromyomec- 
tomies, without a death, making a total of 132 cases of operation for 
fibroid tumour of the uterus with one death, or 0°75 per cent. 
mortality. 

In order to estimate the present mortality of operations for fibroid 
tumour of the uterus, we may take the recent results at the hands of 
each of the surgeons quoted : — 


Baldy 105 operations 3 deaths 

Deaver 105 supravaginal 3 deaths 
hysterectomies 

John Hopkins Clinic 100 abdominal opera- 3 deaths 
tions 

Noble 132 operations 1 death 


Total 442 10 deaths = 2-267 mortality. 

In estimating the comparative risks of fibroid tumours of the 
uterus pursuing their natural course with the risks of the removal 
of these growths, we have, on the one hand, a prospective mortality 
of from 15 to 20 per cent. from degenerations and complications in 
the tumour and uterus, together with the secondary effects of these 
tumours upon the economy; and, in addition, a prospective mortality 
of 11 per cent. from complications present outside the tumour and 
uterus, or a total mortality approximating 30 per cent., to compare 
with the operative mortality of 2°26 per cent. It would seem that 
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there could be no question as to which is the safer policy in the 
treatment of fibroid tumours, and that the prompt removal of these 
growths is the method to be chosen. On the other hand, the advocates 
of the traditional teaching might claim that as the tables indicate 
that only 30 per cent. would die without operation, the proper method 
of procedure is to operate upon the 30 per cent. and to pursue an 
expectant plan of treatment in the remaining 70 per cent. Leaving 
aside the question of invalidism, which in my experience is present 
in a large proportion of cases of fibroid tumour, and considering 
only the prospect of the patient from the standpoint of the degenera- 
tions and complications in the tumour and uterus, if a woman in 
the group which it is proposed to treat by the expectant plan was 
told that under this method of treatment her chances to die of cancer 
of the body of the uterus were 2 per cent., of cancer of the cervix 
uteri were approximately 1 per cent., of sarcoma were approximately 
15 per cent., of necrosis of the tumour were approximately 5 per 
cent., of cystic degeneration were 2°5 per cent., not to speak of the 
other less frequent fatal complications; while, on the other hand, 
she could have her tumour removed with the risk of 2:26 per cent., 
and could escape the months and years of semi-invalidism or 
invalidism otherwise entailed, I believe that no woman of sound 
mind would hesitate. Moreover, this does not represent the facts, 
since the most ultra-representative of the classical school would 
operate on about half the women because of complications or asso- 
ciated conditions outside the uterus, in addition to the number he 
would operate upon on account of symptoms caused by the tumour. 

It has been urged upon me from various quarters, that supposing 
all the facts with reference to fibroid tumours which have been given 
are true, it is unwise to teach that these growths should be removed 
unless they threaten life at the time they come under observation, 
on the ground that if this teaching is accepted, the occasional and 
inexperienced operator will attempt the removal of these tumours 
with the result of a high mortality. It seems to me that the proper 
reply to this teaching is that science deals with truth. If the facts 
are as they appear to be, we should accept them; and this obligation 
is not modified by the patent fact that an untrained, inexperienced, 
or bad surgeon is far more dangerous than any type of tumour. It 
is a misfortune for the community that all those who practise 
surgery are not well trained, and that many are unwilling to serve 
a proper apprenticeship before attempting major surgery; but while 
this is patent and unfortunate, it should not prevent us from 
acknowledging the truth. 
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THE INFLUENCE OF TRADITION AND THE Force or HABIT AND 
FasuHIon, 


It is only necessary to read the title of this section to admit the 
influence of tradition, habit and fashion, in the practice of each 
and all of us. Some gynecologists will open the abdomen for a 
displacement of the uterus or of the ovary, will break up a few 
adhesions, or will remove an inflamed Fallopian tube, a hydro- 
salpinx, a parovian cyst, a Graafian follicle cyst or a corpus luteum 
cyst, or will remove the vermiform appendix in the interval, when 
the patient is in good health, and will do each and all of these things 
with a clear conscience and the feeling of duty well performed, but 
will dispute about the conditions under which a fibroid tumour 
should be removed. Nevertheless, a fibroid tumour is many times 
more dangerous to life than any of these morbid conditions. 

Those gynecologists who adhere to the traditional attitude 
towards fibroids claim that an operation should not be done upon a 
fibroid tumour because of what may happen in the future, and that 
operation is only permissible when life is threatened by the tumour 
or when the symptoms present make life miserable or insupportable ; 
yet the same men violate their supposed principles whenever they 
do an early ovariotomy or remove a vermiform appendix in the 


interval between attacks, or remove the uterine appendages for in- 
flammation in the interval between the attacks of peritonitis. In other 
words, their attitude towards operation for fibroids is the result of 
the influence of custom and fashion. They have accepted early 
operation to avoid future trouble for the other morbid conditions 
enumerated, but have not yet recognized that the same principle is 
equally applicable to fibroid tumours. 


THE IMPORTANCE OF ACCURATE RECORDS OF OPERATION IN THE STUDY 
oF Frsrorp Tumours. 


In order to arrive at the facts concerning fibroid tumours, it is 
essential that the conditions found at operations shall be exactly 
recorded, and that the specimens removed shall be studied from the 
pathological standpoint and the clinical diagnosis corrected by the 
laboratory findings. This must be done systematically in every case. 
If this were done by all gynecologists and surgeons, and if after 
two years the actual results of two years’ work were published, 
enough material would be accumulated to decide practically every 
question concerning fibroid tumours. Therefore, I hope that a 
sufficient number of men will be interested in the further study of 
this question to follow this method. In no other way can the facts 
be determined. 


30 
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It is my opinion that cancer of the corpus will be found to be a 
much more frequent complication of fibroid tumours than is believed 
at present. This may also be true of sarcoma, and it is certainly true 
of necrosis, cystic degeneration, pressure by the tumour on the 


urinary organs (bladder or ureters), and pressure by the tumour on 
the bowels. 


THE ADVANTAGES OF EARLY OPERATION. 


It seems to me that the evidence presented is an ample demonstra- 
stration of the soundness of the conclusion at which I had arrived 
in 1894, namely, that “it is the part of wisdom to remove fibroid 
tumours so soon as they are discovered, unless in particular cases 
some sufficient reason exists to vary the general rule. In other 
words, that the principle of early operation which is now (1894) 
generally accepted with reference to ovarian tumours is equally 
applicable to the treatment of fibroid tumours.” The existence of 
constitutional disease may render operation inadvisable because of 
the risk involved. The desire for child-bearing in a young and 
childless woman may properly influence the temporary postponement 
of an operation or decide the question in favour of a myomectomy 
rather than a hysterectomy. In other cases in which the tumour 
is small, and especially when it is subperitoneal, and in which the 
symptoms are slight, the question of operation is still debateable. 
Which is the more dangerous, operation or the risks inherent in the 
natural history of such tumours? Ibelieve myself that this question 
must be left to the future for decision, and that the decision will 
depend chiefly upon whether or not cancer of the uterus occurs as 
frequently in this particular group of cases as in the whole series. 
Should this prove to be the case, the question will be decided in 
favour of operation. 

It also seems to me that the evidence presented demonstrates the 
soundness of the teaching that a fibroid tumour should be removed 
because of the dangers inherent in the natural course of the disease, 
and not because of the particular symptoms complained of when 
the woman comes under the observation of the physician. 


‘arly operation offers the following great advantages over the 
expectant method of treatment :— 


(1) It saves long years of invalidism or semi-invalidism. 

(2) It enables women to fulfil the duties which devolve upon 
them instead of having their activities limited in the effort to reduce 
their symptoms to the minimum and to prevent accidents to the 
tumour. 





Noble: Uterine Fibroids 477 


(3) It avoids the risks to life from the development of sarcoma 
in the tumour and from the development of cancer in the uterus, 
more especially in the corpus uteri. 


(4) It avoids the risks to life from degenerations in the tumour, 
such as necrobiosis, necrosis, secondary septicemia; cystic degenera- 
tion; such accidents as twisted pedicle; pressure on the urinary 
organs; pressure on the bowels, anemtfa, cardio-vascular degeneration, 
thrombosis, phlebitis and embolism; malnutrition; and the greater 
liability to intercurrent diseases arising from lowered vitality due 
to anemia or to malnutrition. 

(5) It greatly lessens the risks of operation. It is only necessary 
to contrast the risk of removing a fibroid tumour or of performing 
a hysterectomy for fibroid tumour in a relatively young woman with 
good general health and with none of the secondary ill consequences 
which arise from the continued development of the tumour, to similar 
operations upon a woman reduced by hemorrhage, or suffering from 
malnutrition due to disturbances of the functions of the intestine, 
or upon women having secondary cardio-vascular or renal degenera- 
tions, to appreciate what is gained by early operation. 

Early operation would probably eliminate, or certainly reduce to 
the minimum, deaths from embolism, which are relatively so common 
after operations when performed late in the natural course of fibroid 
tumours. The mortality from operation for fibroid tumours performed 
early would be reduced to 1 per cent. or less, as compared with 
probably 5 per cent. when the operation is performed under conditions 
as they exist at the present time. 

The most important questions for consideration are : — 


1. Shall the gravity of fibroid tumours be estimated from the 
natural history of the disease, from the degenerations in the tumour 
and the complications arising in the uterus, with the secondary 
effects upon the general economy caused by these growths, together 
with the complications outside the tumour and uterus which exist in 
women having fibroid tumours; or, shall the gravity of the fibroid 
tumours be estimated by the symptoms in the particular case when 
the woman comes under observation ? 


2. What are the relative risks of fibroid tumours and the opera- 
tion for their removal ? 


3. Shall small fibroid tumours which are growing but slowly or 
not at all, and which are producing few or no symptoms, be removed ? 

4. Shall all other fibroid tumours be removed unless in the 
particular case there is some sufficient contra-indication ? 
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SELECT CLINICAL REPORTS. 
(Under this heading are recorded, singly or in groups, cases to 
which a special interest attaches either from their unusual 


character or from being, in a special sense, typical examples of 
their class.) 
i 


Disintegration of a Uterine Fibro-Myoma due to. 
Hemorrhage and Resulting Necrobiosis, 


By H. Macnaveuton Jones, M.D., M.A.O., &c. 


Tue occurrence of any special pathological change in a myomatous 
tumour of the uterus is always of interest. The researches of recent 
years have clearly shown that degenerative changes—many of which 
must have a fatal termination—are much more frequent than was 
previously believed. Gynecological literature is now replete with 
evidence which proves not merely the number of such changes, but 
also their serious nature. Work in this field has been done at home 
by Cullingworth, ! Fairbairn,? and others; on the Continent, more 
particularly by Martin, Frederick, Fraenkel and Prochownik. In 
America, Charles Noble® has, on different occasions, brought the 
subject prominently into notice. 

In the Edinburgh Medical Journal (Vol. viii., No. 6, for Dec., 
1900, p. 493) I discussed the subject of myoma and its degenerations, 
especially with regard to the bearing of the latter on the question of 
operation, classifying the various forms of myoma which up to then 
had been recorded. In July, 1901, before Noble read his paper 
at the British Gynecological Society, I summarized the various 
examples of degeneration which were to be found in the Museum of 
the Royal College of Surgeons, and the museums of the large London 
hospitals. The results of that search, which I brought before that 
same meeting, proved that the question of degeneration had not 
sufficiently attracted the attention of our pathologists, and that 
there had not been careful investigation of the pathological con- 
dition present in the countless specimens of myoma which had been 
removed and exhibited. Our knowledge has now been enlarged, and 
much has been done towards determining the influence of such de- 
generations on the prognosis and treatment of myoma. 

The tumour of which I furnish an illustration appears to me, 
from its clinical aspect and its pathology, to warrant my placing it 
on record. It shows the negative side in the symptomatology of such 
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tumours, even when they are of a most serious character. That the 
absence of all the more usually prominent symptoms associated with 
their presence and growth may be compatible with the existence of 
most serious, if not fatal, complications, is undoubted. 

The patient from whom the tumour was removed was thirty- 
eight years of age. She had never complained of any pain, and when 
I saw her she distinctly stated that she had never suffered on 
account of the tumour. Her periods had always been regular, 
lasting about a week, and not in excess. There had been for a con- 
siderable time some leucorrheal discharge. Her only complaint 
was that for the last eight or nine months she had felt more easily 
exhausted after exertion, and on lying down there had been some 
abdominal distress, which did not, however, amount to a decided 
pain. She followed her ordinary occupations, and had only noticed 
the increase in size a few weeks before I saw her. To this she drew 
the attention of her sister, who at once felt the mass projecting at the 
left side. 

On examination, I found that the summit of the tumour was 
about one inch above the umbilicus; an irregular mass projected 
below the umbilicus at the left side, distending the skin at this part. 
At the operation, on exposing the tumour, this portion was found 
to be soft and full of fluid. On drawing off some of the latter, it 
proved to be of a dirty brown colour, inodorous, and evidently dis- 
integrated blood. The abdomen being carefully protected, the cavity 
was freely opened, and some ten fl. oz. of this fluid escaped. The 
walls of the cavity were then seen to consist of broken down necro- 
biotic fibrous tissue, in parts of a pale yellow colour and covered with 
soft lymph. The appearance of the cavity after preservation with 
formalin is accurately shown in the drawing. 

Dr. Cuthbert Lockyer, who examined the tumour, remarked on 
the density of its fibrous capsule, the presence of edematous tissue, 
and the extreme hardness of the central portion of the growth. 

The tumour was removed by supravaginal hysterectomy, and the 
patient has made an uninterrupted recovery. 
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i. 


A Seventh Case of Myomectomy during Pregnancy.* 


By KH. T. Turina, F.R.CS. (Eng.), L.R.C.P. (Lond.), 


Surgeon to the Prince Alfred Hospital and to the Royal Hospital- 
for Women, Sydney, New South Wales. 


Mrs. B., wt. 32, married five and a half months. Before marriage 
menstruation had been irregular as to time and amount; the last 
“period” occurred on April 15th, 1906, and was less profuse than 
usual, The patient complained of pain and discomfort in the 
abdomen, especially in and about the left iliac region. This had 
become worse during the last three or four weeks. She had also 
noticed a “lump” in that region. The vomiting of pregnancy was 
troublesome. 

On examination, the uterus was found to be pregnant, probably 
about five months. In the region of the left cornu there was felt a 
large, irregular mass which was tender and painful on manipulation. 
[t was thought that another mass was felt lower down, behind and 
to the left, but this was uncertain. From the history given, and 
making due allowance for the altered position of the fundus uteri 
dlue to the pregnancy, it appeared that the irregular mass referred 
to, which was diagnosed as a fibromyoma, was increasing rapidly in 
size. Lt was certainly causing the patient considerable discomfort. 

Operation. clugust 22nd, 1906. Under ether anesthesia, the 
abdomen was opened in the middle line below the umbilicus, through 
the sheath of the right rectus. The tumour was found to be a large 
fibromyoma growing from the fundus uteri, behind the left cornu. 
The covering of peritoneum and thinned-out uterine tissue was 
very tense; the mass itself was soft and elastic to the touch, and 
nodular, with whitish patches. The general appearance suggested 
a rapidly-growing fibromyoma, probably undergoing degenerative 
changes. ‘There were two quite small, flattened fibroids on the 
wutertor surface of the uterus, and they were of the usual reddish 
colour, in fact the colour of the pregnant uterus. Scattered over the 
tundus uteri were several small, hard, white nodules, sharply defined 


"For a report of the author's six previous cases, see the JourNaL for September 
LYV6, p. 263. 





Thring: Myomectomy during Pregnancy 481 


in colour and outline from the uterine wall, the largest being about 
the size of a hazel-nut. These small nodules were not in the least 
like the two small fibroids on the anterior wall, and, taken in con- 
junction with the unusual appearance of the large mass, suggested 
the possibility that the latter had undergone some form of malignant 
change. The large mass was removed through an elliptical incision. 
It shelled out readily, and at the central part of the raw surface left, 
the submucous layer and mucous membrane bulged outwards owing 
to the tension of the liquor amnii. The wound in the uterus was 
closed by three layers of continuous suture, chromicized cat-gut 
being used. The abdominal incision was closed in layers, mattress 
sutures being used for the anterior layer of the rectus sheath. It is 
now one week since the operation, and with the exception of a rise 
to 100°F. on the second day, the temperature has not been above 
986°. There has been no sign of premature labour, and the patient 
feels well. 

In this case the pathologist’s report was somewhat anxiously 
looked for, as it was feared that there might be not merely a necro- 
biosis, but possibly a malignant change in the tumour. Fortunately, 
however, this is not the case, and there is every reason to believe that 
pregnancy will go on uninterruptedly to full term, and any com- 
plication which the tumour might have caused has been avoided. 

Dr. Blackburn’s report on the tumour is appended. 


ABSTRACT OF PATHOLOGICAL REPorT ON TUMOUR REMOVED BY Mr. 
THRING, AND RECEIVED FOR EXAMINATION, AuGUsT 22ND, 1906. 


By C. Bickerton Biacksury, M.D., Ch.M., 
Hon. Pathologist, Royal Alexandra Hospital for Sick Children. 


Specimen. An ovoid mass, the size of an adult fist. On the 
surface were several bosses, elastic or semi-fluctuating to the touch. 
There was a well-defined fibrous capsule. On section of the tumour 
the cut surfaces bulged outwards. They were of a reddish-grey 
colour. At each end, and separate from the main mass, were several 
white nodules the size of large peas, and surrounded by loose con- 
nective tissue. These nodules; although included within the cap- 
sule of the tumour, were quite different in appearance and consistence 
from the main mass. 

Microscopical examination. Sections were cut from the main 
mass, and from three of the smaller nodules. The sections from the 
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former showed that it was made up almost entirely of bundles of 
muscle-fibres, the nuclei of which were very numerous, and stained 
deeply. Blood-vessels were fairly plentiful, but no open blood- 
spaces were seen. ‘There were no signs of glandular elements, and 
the amount of fibrous tissue was very small. There were no evidences 
of degenerative change in the main mass. Sections of the smaller 
nodules showed them to be fibromyomata in which the fibrous tissue 
was greatly in excess of the muscular fibres, although a few of the 
latter were noticeable in every field. Sections of one nodule showed 
ai area of myxomatous degeneration with marked vacuolation. 
here was no evidence of sarcomatous change. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Toxzmic Vomiting of Pregnancy. 


Witurams (J. WuitrripGe). The Amer. Journ. of the Med. Sci., 
Sept., 1906, No. 414. 


Ivy this paper Dr. Williams repeats his former observations, to be 
found in the Bulletin of the Johns Hopkins Hospital, March, 1906, 
and reports three additional cases of toxemic vomiting of a very 
interesting nature. 

As in the monograph, Dr. Williams in this paper draws particular 
attention to the urinary analysis and the post mortem changes. 

If the urine of a patient be collected for twenty-four hours and 
then analysed, it will be found— 


. That the total nitrogen output is normal. 


. That the amount of nitrogen excreted as urea is decidedly 
below normal. 


3. That the amount of nitrogen excreted as ammonia is decidedly 
above normal. 


And it is to this ammonia coefficient, as it is termed, that the 
author particularly draws attention. Whereas in normal pregnancy 
it should be 4 to 5 per cent., it may rise to 20, 30, 40, or even 47 per 
per cent. in these toxeemic cases. The author regards a percentage 
of more than 10 in the ammonia coefficient as so serious a matter 
that he advises in these cases the immediate induction of abortion. 

Not only is a knowledge of the amount of the ammonia coetticient 
of importance as an indication to terminate pregnancy, but it is also 
most important as a means of differential diagnosis. 

As is well known, cases of neurotic vomiting may be so severe, 
the emaciation so great, and the condition of the patient so alarming, 
that termination of the pregnancy seems to be the only course advisable. 


And yet in these neurotic cases the ammonia coetticient is normal. 
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Armed with this information the medical attendant may without 
fear of a catastrophe treat the patient for neurotic vomiting by a 
vigorous lecture, a rigorous rest cure in a hospital, or, in less severe 
cases, by suggestive treatment at her own home, the family being 
excluded from the room, with the assurance that the patient will be 
much improved in a few days. 

The author, in connection with this differential diagnosis, reports 
two very interesting cases. Both patients suffered from toxemic 
vomiting in a first pregnancy with a high ammonia coefficient ; labour 
was induced and recovery took place. After an interval of time 
both women returned, pregnant, and to all outward appearance just 
as bad as ever. The ammonia coefficient was normal. The knowl- 
edge of their previous illness had induced neurotic vomiting, and 
this being treated accordingly, in a few days both patients were 
taking proper diet and went to term without further trouble. 

Lastly, the author discusses the causation of toxemic vomiting, 
acute yellow atrophy and eclampsia, and disagrees with those 
authorities who consider these conditions as different results due to 
the same poison. 


Dr. Williams brings forward very good reasons for not agreeing 
with this theory. He is of the opinion that toxemic vomiting and 
acute yellow atrophy may be due to the same poison, but that 
eclampsia is due to a different one. 

The post mortem changes in the liver are quite different. In 
toxemic vomiting and acute yellow atrophy necrotic lesions are 
found in the central or mid-zonal areas of the liver lobules, and the 
necrosis spreads from the centre of the lobule to the periphery. 


In eclampsia the changes are so characteristic that a diagnosis 
may be made apart from the clinical history. The characteristic lesions 
are thrombotic in character, originate in the portal spaces and spread 
from the periphery to the centre of the lobule. 


As regards the urinary analysis: in toxemic vomiting the am- 
monia coefficient is high; in pre-eclamptic toxemia it is normal, or if 
it is raised, it usually indicates a favourable outcome. 

Clinically, in pre-eclamptic toxemia there is usually marked 
evidence of renal impairment with scanty urine, casts, albumen, and 
usually edema . In toxemic vomiting, on the other hand, the 
apparent urinary changes are in the background. Albumen and 
casts appear late, and cedema is absent. 


Comyns BERKELEY. 





Current Literature: Obstetrics 


The Etiology of Eclampsia. 
Eurenrest (Hvco). St. Louis Courier of Medicine, Oct., 1905. 
Tue author points out that as eclampsia is only one of the diseases 
grouped under the head of the toxemias of pregnancy, it cannot at 
present be discussed as a disease of separate entity. But in the 
future, when our bio-chemical knowledge is more complete, there is 
every reason to believe that the exact toxin of each variety of the 
auto-intoxications may be isolated, and then the cause, not only of 
eclampsia, but of all the toxemic diseases of pregnancy will be 
definitely placed on an accurate and scientific basis. 
Our knowledge of eclampsia permits us to say that its symptoms 
may arise whenever the amount of toxin produced is more than 
can be eliminated. Hence any review of the disease must deal 


firstly with the sources of the toxin and, secondly, with its elimina- 
tion. 


The sources of the toxin may be grouped under three heads. In 
the first place, from the maternal organism as a whole, and especially 
from the intestinal tract. The author considers that the ingestion 


of the indigestible and unsuitable food to which the longings of 
many pregnant women are directed must result in the greater auto- 
intoxication in the pregnant than in the non-pregnant. This source, 
probably, has not the importance that is often attributed to it. 

The second source is due to the absorption of the end products 
of foetal metabolism, and its importance is shown by the fact that 
grave symptoms of auto-intoxication are common with twin preg- 
nancies, as well as by the observation that all symptoms may entirely 
disappear on the death of the foetus in utero. 

Lastly, an important source has only been recognized during the 
last few years. Biological experiments have shown that the syn- 
cytium is as toxic to the maternal tissues as is the introduction of the 
tissues of another animal. The escape of the foetal syncytiolysins 
and syncytiotoxins is counteracted by the formation of anti bodies 
on the part of the maternal organism. It has been further proved 
that there is no need for the actual deportation of the syncytium, its 
presence in the maternal blood sinuses being sufficient to evoke this 
response. It is, however, a disputed point whether the syncytiolysins 
or the over-production of the anti-syncytiolysins is the real causa- 
tion of the toxemia. In proof of this source the author points out 
that during the past year two cases of eclampsia during pregnancy 
with a hydatidiform mole have been recorded where no foetus was 
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present. The same explanation probably accounts for the symptoms 
of the other toxemias, vomiting, etc., during early pregnancy, for 
it is during the early months that the trophoblast is at the height 
of its activity. 

The methods of elimination are twofold. The secretions of the 
ductless glands probably play an important, but ill-understood, part 
in the neutralization or other alteration of the toxin. The effect of 
thyroid inadequacy is quoted as a striking example of this fact. 
Secondly, the organs of elimination must be healthy at the beginning 
of pregnancy and must remain so. The frequency with which 
histological changes are found in the liver and kidneys during preg- 
nancy—changes which at any other time would be considered dis- 
tinctly pathological—is proof of the difficulty which even healthy 
organs have in the elimination of the toxins circulating in the blood. 

As soon as the balance between production and elimination is 
disturbed the symptoms of auto-intoxication appear. These may 
vary from slight disturbances of the digestive system to the grave 
nervous symptoms, convulsions, coma, ete., which we call eclampsia. 

In conclusion, until the chemical composition of the toxin re- 
sponsible for the production of eclampsia is known we are hardly 
justified in speaking of the etiology of the disease. At present we 
can only definitely state that it is a symptom of a general toxemia 
in a pregnant woman. 


ABERNETHY WILLETT. 


Chorea Gravidarum. 
Martin (A.). Deuts. med. Wehnschr., No. 31, 1906, p. 1265. 


NOTWITHSTANDING an extensive experience of chorea gravidarum, 
Martin has only three times been driven to interrupt the pregnancy 
on account of danger to the mother. None of his patients died. 
Whilst he has been in Greifswald he has seen two cases of chorea 
recurring in successive pregnancies. In 1894 Buist collected all the 
cases recorded up to that date. They numbered 226, and of these 
there were only three in which the disease recurred in three preg- 
nancies, and five in which it recurred in four pregnancies. Martin 
has been unable to find any further cases in the extensive literature 
of chorea which has been published since Buist’s paper appeared. 
H[e accordingly details his two cases. 

The first case was that of a woman in whom there was no history 
of infantile chorea, rheumatism, or chlorosis, and whose first preg- 
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nancy, at the age of 25, was unaccompanied by chorea. Four weeks 
before the termination of her second pregnancy, which occurred two 
years later, she was attacked by disturbance of speech, twitchings 
in arms and legs and disturbance of the general condition. Labour 
occurred spontaneously at term and was normal, and four days later 
all these symptoms had disappeared. She remained in good health 
for two years and the same symptoms again appeared during the 
early months of the third pregnancy. This attack was rather more 
severe than the preceding one; but the symptoms passed off spon- 
taneously after delivery. In the fourth pregnancy difficulty of 
speech appeared in the eighth month and was followed by twitchings 
of the right arm. There was considerable wasting with loss of visual 
fixation. On admission the heart was found to be normal except for 
some roughness of the first aortic and pulmonary sounds. Arsenic, 
iron and bromides were administered. In twelve days 68 grams 
(over 2 ounces) of bromide of sodium, ammonium and magnesium 
had been given, and there was considerable improvement. Next 
day pains set in, and a normal labour followed. The choreic symp- 
toms disappeared in four days, and the patient has since remained 
well. 

The second patient had suffered from acute rheumatism when 17 
years of age, chorea following the rheumatism. She recovered, but 
did not completely lose the ataxic movements. She married six 
years later, and during the first pregnancy the choreic movements 
diminished. She passed through her confinement naturally, and was 
quite well save for the movements. The second pregnancy followed 
soon after. During the second half of this pregnancy the movements 
considerably increased and were very intense when labour occurred 
at term. Soon after the commencement of the third pregnancy the 
chorea became very intense, and the patient was admitted in the 
twenty-fifth week. No benefit was derived from chloral and mor- 
phine, and the pregnancy was terminated artificially. This was 
done on account of endocarditis which was increasing and 
threatening the mother’s life. The fourth pregnancy commenced in 
August, 1905. From the seventh month the chorea became much 
worse, and she soon became extremely ill. She could not walk, could 
not feed herself, and the condition of the heart became threatening. 
Placed in bed and artificially fed, she was treated with increasing 
doses of bromides. The chorea improved and no signs of intoxica- 
tion were manifest. As soon as she became quieter the dose was 
lessened, and after fifty-two days’ treatment the patient was able to 
get up. Labour commenced five weeks later, and the choreic move- 
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ments increased rapidly. The forceps was applied. The mother im- 
proved, nursed her baby, and was discharged three weeks later, almost 
free from ataxic movements. The heart was in statu quo. 

Martin considers that when the symptoms threaten the life of the 
mother, premature labour should be induced, and in this way the 
choreic movements will certainly be controlled, but he thinks that 
when the pregnancy is far advanced medical treatment should first 
be tried. His experiences with bromides are such that he urges 
an attempt to deal with chorea by their administration. The older 
reports on the dangers of interrupting the pregnancy scarcely apply 
to-day, since these bad results were due to the frequency of septic 
infection. If the uterus has to be emptied immediately, he considers 
anterior colpohysterotomy to be the best method. As regards treat- 
ment by bromides he advises giving bromide of sodium and bromide 
of ammonium in doses of 2 grams (30 gr.),and bromide of magnesium 
4 grams (60 grs.). Iron and arsenic do well for mild cases, but he 
considers that morphine and chloral do no good. 


Frank E. Taytor. 


Glycosuria in Pregnant Women. 
Hynirzscu. Inaugural Dissertation, Halle, 1906. 


In this dissertation from Professor Veit’s clinic in Halle, the writer 
brings forwards some observations and experimental work to show 
how the deportation of villi through the maternal blood-stream may 
explain the occurrence of glycosuria in pregnancy. No satisfactory 
explanation of this condition has as yet been given, as is shown by a 
review of the literature on the subject, and there is some confusion 
as to whether the reducing substance is glucose or lactose. Diminu- 
tion of the capacity of the maternal tissues for the breaking-up of 
carbo-hydrates and a functional insufficiency of the liver due to 
auto-intoxication have been suggested as reasons why small quan- 
tities of lactose circulating in the maternal blood may be excreted 
as dextrose in the urine. Three cases which came under the author’s 
observation at Halle are recorded. Lactosuria was excluded as, 
after fermentation, there was no reduction by Fehling’s solution; as 
the glycosuria appeared at different times in the three cases although 
the diet was exactly similar, it is evident that it was not purely 
alimentary in origin. Langhans has shown that the tissues of the 
feetal envelopes are rich in glycogen, and as this applies especially 
to the chorionic villi and the cell-masses of the inter-villous spaces, 





Current Literature: Obstetrics 489 


a series of experiments was undertaken in order to test the effect 
of the absorption of these structures on the excretion of sugar. This 
was done by introducing into the abdominal cavity of rabbits por- 
tions of young placental tissue obtained from abortion cases free 
from fever or from cases where pregnancy was terminated artificially 
for some reason; the urine excreted afterwards was carefully ex- 


amined. Control experiments with the introduction of pure gly- 
cogen and post mortem examination of the organs were also made. 
As the result of these researches the author concludes that the 
glycosuria of pregnant women is brought about by an abnormal 
increase in the absorption into the maternal circulation of chorionic 
material, rich in glycogen, that this absorption of the growing 
cells of the foetal envelopes or of their chemical contents causes 
damage to the liver of a kind similar to that observed by Schmor] 
in the liver of eclamptics, and that this gives rise to a diminution 
in the power of the liver to dispose of carbo-hydrate material, thus 
causing the excess of sugar to be excreted in the urine as glucose. 

J. S. Farrparry. 


Some Rarer Indications for the Interruption of Pregnancy 
on Medical Grounds. 


Hormerer. Deuts. med. Wehnschr., No. 17, 1906, p. 672. 


THERE is no general discussion in this paper of the influence of 
pregnancy or internal disease or of the obstetrical treatment of 
pregnancy complicated in this way, but several instances which have 
come under Professor Hofmeier’s observation at Wiirzburg are 
described and the points which arise in connection with them dis- 
cussed. The cases and the comments on them are of great interest 
and deserve more than a passing reference. The author begins with 
three cases of chronic nephritis, in all of which the patients were in 
a very serious condition from cedema, severe circulatory and re- 
spiratory disturbance with symptoms of uremic poisoning. In all, 
the immediate results of emptying the uterus were good; but in 
two the ultimate effect was unsatisfactory, one dying of chronic 
nephritis and cardiac hypertrophy some five months later and the 
other showing persistent albuminuria (7 per cent.) and edema of 
the extremities three years later. In two cases the fetus was 
macerated when delivered. The points to which attention is directed 
are that in the first two cases in which the patients were admitted 
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in an almost hopeless condition, the grave symptoms continued even 
after the intra-uterine death of the foetus; that in all there was 
a rapid improvement in the immediately dangerous condition, though 
in two the degeneration of the kidneys had advanced too far for 
complete recovery. In two cases dilatation of the cervix was the 
method of induction employed, and in one, where rapidity was essen- 
tial, Diihrssen’s method of “hysterotomia anterior” was preferred. 
Although the danger of eclampsia in this form of kidney disease is 
relatively slight, the serious consequences to the general health and 
the frequent occurrence of intra-uterine death of the foetus (60 per 
cent.), together with the generally favourable result of interference, 
justify the interruption of pregnancy even in the early months. 

A case of pregnancy with cardiac failure in a primipara of 32, 
with a flat pelvis and the child presenting transversely, is next 
mentioned. After a period of rest and medical treatment, Cesarean 
section with amputation of the uterus was done and a living child 
delivered. The patient made an excellent recovery so that palpita- 
tion and dyspnea only occurred after severe exertion. Here the 
dangers of delivery by the natural passages under the conditions 
present and in a patient subject to attacks of cardiac failure seemed 
to be so great that the more rapid method was preferred in the 
interests of both mother and child. The removal of the uterus was 
carried out with the object of avoiding further pregnancies and of 
simplifying the puerperium. 

Diabetes complicating pregnancy is not common and there is 
considerable difference of opinion as to whether it is advisable to 
terminate the pregnancy in such cases. The case of a vi-para of 33 
is recorded, who was admitted in the 8th month with five months’ 
history of thirst, wasting, etc. After a few days of treatment, 
during which her condition became much worse, premature labour 
was induced and a recently dead child delivered. No improvement 
in the patient’s condition resulted and she died four days later of 
coma. Here the result was not satisfactory as in the nephritis cases, 
and might be held to contra-indicate interference. Hofmeier thinks 
that the lesson to be drawn from it is, rather, not to wait so long. 
The first symptoms of the disease appeared very early in the preg- 
nancy and rapidly increased in severity. The chance of a living 
child under these conditions is a poor one (about 50 per cent. of the 
children die), and the continuation of the pregnancy only adds to 
the patient’s other troubles. 

Though there seems to be no causal relation between pregnancy 
and myelitis, a study of the monograph of von Hoesslin on the 
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paralyses of pregnancy gives the impression that pregnancy may 
not be altogether blameless in the causation of these nervous diseases. 
A case bearing on this is recorded. The patient was a primipara of 
21, who developed symptoms of an ascending myelitis when about 
two months pregnant. The question of terminating the pregnancy 
was considered soon after the onset of the disease, but it was decided 
to await the results of general treatment; the paralysis, however, 
spread rapidly, so that both legs and the left arm were involved and 
there was complete incontinence of urine and feces; a large bed-sore 
developed over the sacrum. Abortion was induced and a fetus of 
25cm. in length removed. Rapid improvement followed this pro- 
cedure, so that the patient soon recovered full use of her legs and 
arm and power over the sphincters. The large bed-sore also healed 
partially. Unfortunately, fresh bed-sores developed and the patient 
died from septic absorption about four months after the induction 
of abortion. The very favourable result of the interruption of the 
pregnancy in this case leads the writer to regret that he had not 
proceeded at once to this measure instead of postponing it until 
matters were complicated by the formation of bed-sores. 

The last case discussed is one of melancholia of pregnancy with 
sleeplessness, where the patient made a complete recovery after the 
evacuation of the uterus and went through a subsequent pregnancy 
without return of mental trouble. 


J. S. FArrBaArrn. 


On Anterior Colpohysterotomy. 
June (P.). Deuts. med. Wehnschr., No. 31, 1906, p. 1266. 


JunG prefers the term anterior colpohysterotomy as the name of the 
operation devised by Diihrssen and called by him vaginal Cesarean 
section. He gives the experiences of this operation in the Greifswald 
clinic. It has been performed on all the cases suitable for this 
operation which have been in the clinic since August, 1905. It has 
been performed eight times, namely, five times for severe eclampsia, 
once for severe nephritis with complete amaurosis, once for severe 
uncompensated heart-lesion, and once for impaction of the child 
in a transverse presentation with tetanus uteri. Of the eight mothers 
three died—two died in eclamptic coma half-an-hour and sixteen hours 
post operationem respectively, and one from collapse in the case of 
uncompensated heart-lesion with acute nephritis—so that in no case 
31 
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could death be ascribed to the operation. Of the children three were 
born alive, one was macerated, two had not reached a viable age, 
and in the impacted transverse presentation the child could only be 
delivered by embryotomy. In one case only could the death of the 
child be directly ascribed to the operation. 

Jung discusses the technique of, and indications for, the operation 
and gives a detailed account of each of the eight cases. 

Frank E. Taytor. 


GYNACOLOGY. 


A Case of Heteroplastic Ovarian Grafting, followed by Pregnancy 
and the Delivery of a Living Child. 


Morris (Rosert T.). Read at the meeting of the Surgical section 
of the New York Academy of Medicine. Medical Record 
(New York), May, 5th, 1906. 


Mrs. H.W. was admitted under the care of the author at the 
Post-Graduate Hospital on February Ist, 1902, with the following 
history :— 

She was 21 years of age, and began menstruating at 15, the 
function ceasing absolutely four years later. Between these dates 
menstruation had been quite normal as far as could be ascertained. 
She was married at 18, became pregnant soon after, but miscarried 
at the third month. For the last two years she had suffered from 
the common menopause symptoms, pelvic pain, headaches, flushes, 
etc. The symptoms had steadily increased in severity and were 
most marked at those times when the catamenia should have ap- 
peared. 

The diagnosis of cirrhotic ovaritis was made, and the patient 
was advised to remain in hospital until an opportunity should arise 
for obtaining healthy ovarian grafts from some other patient. On 
February 11th two grafts were obtained from the ovaries of Mrs. P., 
a healthy woman of 33 and the mother of three children. The 
grafts were wedge-shaped, and after removal were placed in normal 
saline solution at 100°F. pending their implantation. Through a 
short median incision the ovaries of Mrs. W. were removed by means 
of a Tuffier’s angiotribe, care being taken to remove all ovarian 
tissue completely. A small slit was made in the posterior layer of 
each broad ligament and the grafts were anchored into them by a 


single suture, so that the raw surface of the graft was in contact with 





Current Literature: Gynecology 493 


the raw surface of the broad ligament, the smooth surface of the 
graft being allowed to project into the peritoneal cavity to facilitate 
the free escape of ova. The uterus and tubes were to the naked eye 
normal. [Note: No exact statement is made as to the size of the 
uterus, nor whether any signs of atrophic changes were present in it.] 
The recovery from operation was perfect. 

The angiotribe was chosen in preference to ligature for the re- 
moval of the ovaries on account of the uncertainty of complete 
removal of all ovarian tissues by the latter method. With the angio- 
tribe this difficulty is overcome, since the blades can be placed further 
back on the pedicle and all tissue is squeezed, so to speak, forwards 
towards the ovary when the handles are approximated. The im- 
portance of this point in the technique of the operation had been 
forced upon the author’s notice during his experimental work upon 
ovarian grafting. 

The ovaries removed from Mrs. W. were small and cirrhotic, and 
on microscopical examination showed many small cysts, but no 
Graafian follicles. It must be stated, however, that the ovaries were 
not cut and examined in series, so the evidence on this point cannot 
be accepted as complete. 

Four months after the operation Mrs. W. menstruated again, 
the period lasting for five days. The next four periods were ir- 
regular in duration, but subsequently they became normal, the 
patient stating that she was feeling “perfectly well and happy.” 
Ultimately, some four years after the operation, she became preg- 
nant and was delivered of a full-term child, both mother and child 
doing perfectly in all respects. 

So confident is the author that all ovarian tissue was removed 
from Mrs. W., that he régards this case as one of successful 
heteroplastic ovarian grafting. From his previous experiments 
he had expected that homoplastic grafting would give the better 
results. In rabbits and other animals it was found that when the 
ovaries were removed and reintroduced into their original host (homo- 
plastic grafting) the tendency was for the ovaries to live and to 
continue their function. On the other hand, when the ovaries of 
one animal were engrafted into another (heteroplastic grafting) the 
principle of the intolerance of the tissues of one animal for the tissues 
of another came into play, and the tendency was for the ovary to 
become absorbed or to degenerate. This tendency was not invari- 
able, and the rules determining it are quite obscure. 

Additional experiments were carried out, suggested by the 
principles of hemolysis, by immunizing a series of rabbits to each 
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other’s serum and then exchanging their ovaries. It was found, as 
was expected, that the grafts were more rapidly absorbed in the 
immunized than in other animals not immunized to each other’s 
serum. Hence all that can at present be stated is, that fortunately 
the tolerance of Mrs. W.’s tissues for those of Mrs. P. was complete, 
though the why and wherefore must remain unexplained. 

It will be very interesting to note whether the child will more 
resemble Mrs. W. or Mrs. P. According to Heckel, hereditary 
tendencies are due to cell memory, and there seems no reason why 
the cell memory of an engrafted ovum should be altered by the 
influence of a new host. The status of the child raises an interesting 
point both from the sociological and legal point of view, for the 
ovum which produced the child presumably belonged to Mrs. P., 
whereas the nutrition necessary for its development was entirely 
furnished by Mrs. W. 

A long and interesting discussion followed the reading of this 
paper, but it would be impossible in an abstract to do justice to it. 

ABERNETHY WILLETT. 


On Teratoid Tumours in the Pelvic Connective Tissues. 
Grawitz (P.). Deuts. med. Wehnschr., No. 31, 1906, p. 1235. 


Grawirz refutes the older idea that the majority of dermoids of the 
pelvic connective tissue spring from the ovary. Singer clearly 
proved that two kinds of dermoids, which cannot have originated in 
the ovary, arise deep in the pelvis. He considered that dermoid cysts 
in the ischio-rectal fossa have their origin in ectodermal inclusions, 
whilst those which are more complicated in structure and occupy a 
higher position have for their matrix inclusions of the chorda 
dorsalis. 

Singer states that a completely intra-ligamentary dermoid cyst 
or one developed subperitoneally, which has arisen from the ovary, 
has not hitherto been described. Grawitz, however, believes that the 
following is an example of this condition and considers that we must 
now recognize a group of intra-ligamentary tumours which spring 
from the ovary. 

He received from Dr. Eymann, in April, 1906, two tumours, and 
separate therefrom an ovary and the end of a Fallopian tube. They 
were removed by celiotomy from a girl aged 23, who, one year pre- 
viously had had the right ovary extirpated, because it had developed 
a cystic tumour of the size of a man’s head. A tumour again de- 
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veloped in the lower abdomen. Besides the retroflexed uterus there 
was felt on each side in Douglas’s pouch a tumour, hard, knobbly and 
apparently solid, about equal in size to a fist. The retroflexed 
uterus and the bladder were adherent to the tumours. On opening 
the abdomen the two tumours were found symmetrically placed, one 
between the layers of each broad ligament. These were cut through 
and the tumours were enucleated. The left ovary, which was as big 
as a hen’s egg, was removed along with the abdominal end of the 
tube, in order to prevent the development of a cystic tumour. 

Both tumours were considered to be ovarian cysts. On section 
they were found to consist of multilocular cystic spaces, some of 
which contained viscid fluid, such as occurs in multilocular cyst- 
adenomata, whilst others contained fatty matter and hair, such as 
occur in dermoid cysts. Microscopically both tumours show the 
structure of teratomata or embryomata consisting of elements de- 
rived from all the three germinal layers. Both tumours contain 
dermoid cysts, with hair, sebaceous glands, tooth-germs with enamel 
epithelium, and many brain and ganglion cells. As constituents of 
the mesoderm there are present connective tissue, fat, cartilage, bone 
and much embryonic muscular tissue. The endoderm is represented 
by variously-shaped tubules, fissures and cysts of cylindrical epi- 
thelium, and by structures such as Lieberkiihn’s follicles, lymph- 
nodes and villi, characteristic of the mucosa of the small intestine. 
There are also portions showing a purely cellular structure resem- 
bling the “indifferent” cells found in the renal adeno-sarcomata 
which occur in young children. The exact origin and nature of 
these cells is not evident. In the left ovary, which also contained a 
large corpus luteum, there was a cystic polypoid tumour of the size 
of a lentil lined partly by ciliated columnar and partly by cuboidal 
epithelium. This tumour had its origin in canals of the Wolffian 
body. Close to this cyst and separated from it by a thin fibrillar 
layer, was a layer of tissue 2mm. thick, protruding 4mm. from 
the surface of the ovary, which contained sebaceous cysts, with fine 
hairs and root sheaths interspersed with the cortical ovarian tissue. 

Grawitz explains these appearances as follows :—In this patient 
there had been on each side a double “Anlage” of the ovary. On 
each side one had descended to the normal retro-peritoneal tissue. 
All four had developed cystic tumours. ‘The two contained within 
the layers of the broad ligament are completely changed into embryo- 
mata, z.e. teratomata consisting of all three germinal layers. That 
situated in the normal intra-abdominal position of the right ovary 
was completely transformed into a cystic tumour (the nature of 
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which had not been ascertained), whilst that in the normal situation 
on the left side contained a resting germ of a dermoid cyst and also 
the germ of a papillary adenomatous tumour, arising from embryonic 
rests of the Wolffian body, which had already commenced to pro- 
liferate. 

Grawitz quotes cases by Sippel, Franz, Abel, Wilms, Héfer, 
Neck, Nauwarck and Gsell in support of his views and cites instances 
of tumour formation from the suprarenal capsules, supernumerary 
thyroids, and separated portions of pancreatic tissue to show that 
tumour formation from a separated ovarian “Anlage” is no isolated 
pathological occurrence. He also quotes Virchow’s view as to the 
possible origin of broad ligament tumours from an accessory ovary 
in that situation. 

Grawitz also proposes the following nomenclature :—As teratoma 
(1, 2) he designates the simple ectodermal dermoids, as teratoma 
(1, 2, 3) the embryoma arising from all three germinal layers, and as 
teratoma (2, 5) the tumours which, in addition to endodermal struc- 
tures, contain such tissues as bone and cartilage.. 

Frank E. Tayronr. 


On Atmocausis Uteri. 


PrannenstieL. JVonatschr. fiir Geburts. und Gynikol. Bd. xxiii., 


Ht. 6. 


Tue author records his views on vaporization of the uterus from 
the results of 60 to 70 cases in which it was used by him. Of these 
only about 40 per cent. can be said to have been cured or made 
distinctly better. In the others the symptoms returned very soon 
in a more or less severe degree, and further operations were under- 
taken. Apart from the fact that these cases were not cured, in some 
such serious results were recorded as to make it quite clear that 
vaporization is by no means devoid of danger to the patient. In 
all cases the directions of Pincus were closely followed, special care 
being taken that the interior of the uterus was quite dry, that the 
length of time of application was measured, and that the temperature 
of the steam tn the uterus was as near 100°C. as possible. Seeing 
that it must make a great difference whether a preliminary curettage 
was carried out or not, this was done in some cases, when a marked 
effect from the steam was required. In all cases, whether curetted 
or not, the cavity of the uterus was first dilated so as to admit the 
little finger. In spite of the care bestowed on these cases the results 
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showed that the effect produced was a very variable one. For 
instance, in one case described in which vaporization was performed 
for climacteric hemorrhages, bleeding recurred after eleven days, 
and after removal of the uterus it was found that only the lower 
two-thirds of the uterine cavity had been affected by the steam. 
In another case the uterus had to be removed after vaporization, 
and it was found that the whole mucous membrane was practically 
destroyed except at one tube angle. In such a case, if the uterus 
had been left, obliteration of most of the cavity would have occurred, 
but a hematometra would have been formed at the above-mentioned 
tube angle. Again, the results of other cases show that serious results 
may occur after vaporization, of which stenosis of the cervical 
portion and infection of the uterine cavity are the most important. 
A stenosis of the cervical canal occurred in a patient of 29, who was 
vaporized after three curettage operations. Above the stenosed 
portion the uterine cavity was dilated and showed great hypertrophy 
of the endometrium with cystic dilatation of mucous follicles. As 
regards infection, in one case, one month after vaporization, a large 
peritoneal pus collection occurred which had to be incised. In 
another, nine months after vaporization, the patient had salpingo- 
odphoritis and pelvic peritonitis. These infections appear to be the 
result of an ascent of vaginal bacteria, probably made possible owing 
to the presence of necrotic tissue in the uterus. On account of these 
results, made abundantly clear by the excision of the affected 
organs, Pfannenstiel says that at present he has abandoned atmo- 
kausis, and relies on either vaginal hysterectomy or complete ex- 
cision of the endometrium (through an incision in the uterine body 
after colpotomy) to cure those cases of uterine bleeding not cured 
by curettage and not due to carcinoma. 


Tuos. G. STEVENS. 


Tuberculosis of the Female Genital Organs. 


Varatpo (F. R.). La Clinica Ostetrica, January 15th, 1906. 


In 1901 Baumgarten published in the Archiv fiir klinische Chirurgie 
the results of his researches on the diffusion of tuberculosis in the 
male uro-genital tract, and stated that Koch’s bacillus, unlike other 
pathogenic bacteria, is never diffused against the stream of lymph, 
blood or secretions, because it is immobile and unable to grow on 
normal secretions. 


In 1904 Basso, among the conclusions drawn from the results of 
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injection experiments carried out on 52 rabbits, stated that he had 
been unable to prove the existence of an ascending tuberculosis. 
He used an emulsion of bovine tubercle. 


Varaldo has experimented on doe rabbits, injecting an emulsion 
of human tubercle-bacilli in sterile water. Most of the experiments 
were carried out on rabbits who had recently littered, some on non- 
pregnant, and others on pregnant rabbits. The injections were 
made with a catheter, the emulsion being carried into the lower part 
of the vagina, into the upper part, or into one of the uterine horns. 
Injections into the uterine horns, by a catheter introduced into the 
vagina, were “controlled” by laparotomy. The cases of injections 
during the puerperium are divided into two groups, the results 
obtained by injections during the first two days after parturition 
differing from those in which a longer period had elapsed. The 
latter group has to be classed with the non-pregnant cases. 


Varaldo’s results in non-pregnant rabbits agree with those of 
Basso—he could not prove the occurrence of ascending tuberculosis. 


Injection immediately after parturition or during the first two 
days of the puerperium, however, was sometimes followed by an 
ascending tuberculosis. Two cases may be quoted as examples : — 


1. An injection was made into the upper part of the vagina 
immediately after parturition. When the animal was killed, 38 
days later, a diffuse tuberculosis of the left uterine horn was found, 
and also tuberculosis at the placental site in the right horn. Tuber- 
cles were found in the vessels of the mesometrium, and there were 
caseating points in the peri-uterine glands. There were tubercles 
in the lungs, but none in the vulva, bladder or kidneys. 


2. An injection was made into the vagina a few hours before 
parturition. Seventy-two days later the animal was killed, and the 
right uterine horn and its tube, as well as the vagina, vulva and 
meatus urinarius were found to be infiltrated with tubercle. 


Varaldo draws the following conclusions :— 


1. After injection of Koch’s bacillus into the genital organs of 
normal rabbits no ascending tuberculous process occurs, there is no 


transmission from the vagina to the uterus, or from one uterine horn 
to the other. 


2. After injection into the upper part of the vagina during preg- 
nancy, during labour, or in the first two days of the puerperium, 


direct extension of tuberculous infection to one of the uterine horns 
may occur. 
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3. After injection into one uterine horn during pregnancy or in 
the first two days of the puerperium the passage of the tuberculous 
infection into the other uterine horn can be proved, and, exception- 
ally, also into the tube of the infected horn. 


4, Experiments show that during pregnancy, during parturition, 
and in the first two days of the puerperium, tuberculous infection 
can be diffused by ascension. ‘This is to be explained either by the 
free communication that exists then between the vagina and the 
uterus, or by the effect of uterine contractions, or by the fact that in 
the puerperal uterus of horizontal animals the elimination of the 
decidua of the uterine secretions is effected chiefly by the lymphatics. 


5. His experiments did not prove the occurrence of direct pro- 


pagation of tuberculous processes from the genital to the urinary 
tract. 


6. Tuberculous material in the genital passages of puerperal rab- 
bits causes rapid diffusion into other parts of the body, especially the 
lungs. This diffusion takes place through blood- and lymph- 
channels. 


7. Tuberculous metritis not only does not hinder fecundation, 
but may even allow of pregnancy. 
Henry RvussELL ANDREWS. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, October 3rd, 1906, Dr. Routu, Vice-President, 
an the Chair. 


A short communication by Dr. Epzn and Mr. F. Liongn Provis was 
read on a case of 


INTRA-LIGAMENTOUS Fipro-cystic TuMouR OF THE UTERUS, 


weighing about 30 lbs., removed by enucleation and subtotal hysterectomy. 


J.S., et. 55, single, attended the Chelsea Hospital for Women in Jan- 
uary, 1905, complaining of abdominal swelling, and a mucoid discharge 
from the rectum. The menopause occurred at 48. For eleven months she 
had suffered from an ulcer on the left leg. The abdominal swelling was 
first observed in 1898, and had increased rapidly of late. Examination 
per abdomen revealed a large tumour, of elastic consistence, reaching up 
nearly to the xiphoid cartilage, with a smooth surface, and a distinct thrill. 
Per vaginam the cervix was found displaced upwards under the symphysis 
pubis, and a firm swelling, rounded in outline, was felt in the left fornix 
and pouch of Douglas, apparently continuous with the abdominal tumour. 
The position of the uterus could not be made out. A diagnosis of multi- 
locular ovarian cyst with a semi-solid portion in the pouch of Douglas 
was made. 

February 14th. Cceliotomy was performed, and the tumour found to 
be a fibro-myoma of the uterus spreading out into the left broad ligament 
and raising the peritoneum extensively from the left lateral pelvic wall 
and the abdominal parietes. The tumour was enucleated and the uterus 
removed by subtotal hysterectomy. The patient made excellent progress 
up to the ninth day, when she complained of pain in the chest; her 
temperature rose to 100°4°, pulse to 116, respirations to 33. A_peri- 
cardial friction rub was audible at the apex of the heart. In two days 
the rub had disappeared and the patient continued to make most satis- 
factory progress. On March 7th—the 26th day after operation—the 
patient went to the Convalescent Home. The next day she became very ill 
with vomiting and a temperature of 103°. In forty-eight hours the vomit- 
ing ceased, but she remained very weak, and was confined to bed with a 
morning temperature of 102°, which fell to nearly normal in the evenings. 
In this condition she remained for a week, when she had several shivering 
attacks, in one of which her temperature reached 107°; a loud systolic 
murmur became audible at the apex, before this the heart sounds had been 
clear. On March 19th she suddenly became unconscious, and developed 
left hemiplegia. On the following day she died. No autopsy could be 
made. 

The immediate cause of her death was apparently cerebral hemorrhage 
or embolism, but it is difficult to connect it with the operation. Possibly 
the ulcer on the left leg may have been the source of an ulcerative endo- 
carditis with secondary cerebral embolism. The tumour weighed 30 lbs., 
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and it one of the largest on record, of its kind. It was attached to the 
left lower lateral border of the uterus by a pedicle an inch thick. The 
uterus measured 2} inches. The cut surface of the tumour showed a 
large cystic and degenerating fibro-myoma. Microscopical examination 
confirmed the naked eye appearances. The extensive cystic degeneration 
probably accounted for the rapid increase in growth noticed by the 
patient shortly before operation. As the tumour was attached by a dis- 
tinct pedicle to the uterus it was regarded as uterine in origin, growing 
out in the left broad ligament. 


Mr. Eric E. Youna, M.S. (Lond.), read a paper (which will appear in 
full in an early number of the Journa) on 


Primary TuBEercuLous Disease or tHe Cervix Urert. 


The rare occurrence of this disease afforded the justification for sub- 
mitting the following notes :— 


I. History of the patient. Married, aged 26; husband alive, and 
found, on examination, to be healthy; three pregnancies, all the three 
children healthy, the last born two and a half years ago. Always healthy. 
Catamenia regular up to six months ago, since then periods of longer 
duration. Five weeks, thick yellow inoffensive discharge from vagina, 
and constant aching pain in lower abdomen and sacral region. Never 
any bleeding from the vagina. No family history of tuberculosis. 

II. Condition of patient on admission. Thin; nervous and excitable. 
Lungs examined on several occasions, and invariably found normal. No 
tubercle bacilli demonstrated in sputum. Slight tenderness on deep 
palpation experienced in the hypogastric and left iliac regions. No 
enlargement of the inguinal lymphatic glands. The cervix indurated and 
greatly enlarged, its surface uneven and ulcerated in places, and in places 
nodular and papillary; not friable on examination. Ulcers freely 
movable. 

III. Zreatment. The suspicious nature of the disease suggested 
vaginal hysterectomy, which was performed. 

IV. Present condition of the patient. Examined six months subse- 
quent to the operation, and found to be quite healthy. No recurrence of 
the disease had taken place. 

V. Appearance of the uterus after removal. This was shown by two 
photographs, and contained in the paper were a report by the Clinical 
Research Association, and one by Dr. Williamson, the former stating that 
the lesion may be of tuberculous origin, and the latter expressing no hesi- 
tation in affirming the case to be one of tuberculosis of the cervix. 

VI. The literature upon the subject and the discussion on the case. 
The author furnished the results of his inquiries into the literature 
on the disease, and summed up the conclusions to be deduced therefrom. 
In the light of the history of reported cases and of the examination and 
treatment of his own case, he then discussed its nature and the difficulties 
attending a differential diagnosis. 

VII. The rarity of the disease, its etiology, pathology, symptoms, and 
treatment were briefly discussed. 

Dr. Rout congratulated Mr. Young on his paper, and considered it 
would lead to more facility in making a clinical diagnosis before opera- 
tion, instead of leaving the nature of the growth to be determined by 
microscopical examination of the removed growth. The paper would also 
lead gynecologists to modify their opinion as regards the relative fre- 
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quency of primary tuberculosis of the Fallopian tube as compared with 
that disease primarily affecting the cervix uteri. 

Dr. Heywoop SMITH suggested that the case might be one of areolar 
hyperplasia of the cervix. 

Dr. Lewers congratulated Mr. Young on the paper, and considered 
that the case recorded in some respects was similar to one he had himself 
communicated to the Society some years ago. It was the case in which 
the disease was limited to the cervix without the occurrence of any tuber- 
culous lesions in any other part of the body which is extremely rare. 
He considered that vaginal hysterectomy was, on the whole, the best treat- 
ment for these cases, and in his own case the patient had remained well 
for several years after that operation. 

Dr. GaLaBin said that his experience confirmed what had been said 
as to the difficulty of distinguishing in some cases between tubercle of the 
cervix and cancer, especially when tubercle was accompanied by a san- 
guineous disharge. He had had a case in point himself in which the body 
of the uterus was also involved so that hysterectomy was the only treatment 
likely to be of service. 

Dr. RusseLL ANDREWS described a case of ulcer of the cervix resembling 
in some respects either a tuberculous or a cancerous lesion which had sub- 
sequently proved to be syphilitic. 

Dr. Cuampneys said the Society was indebted to Mr. Young for the 
excellent and careful paper which had just been read. He moved that the 
specimen be referred to the Pathology Committee. 

Mr. Young replied. 


Tue Pozzi MEDAL. 


Dr. CuLiincwortH exhibited to the meeting a replica of the medal 
which had been presented to Professor 8. Pozzi (one of the Honorary 
Fellows of the Society), by a number of his friends, colleagues and old 
pupils, on the occasion of his having been President of the Seventeenth 
Surgical Congress, held in Paris, in 1904, and of his promotion to the 
grade of Commander of the Legion of Honour. The ceremony took place 
in Paris, on the 8th of July, 1906, in the lecture theatre of the Hopital 
Broca. At the same time, in accordance with a custom common in Ger- 
many, but hitherto unknown in France, Professor Pozzi received, as a 
souvenir of his twenty years of clinical teaching, a Livre d’or (German 
Festschrift), containing twenty-four original contributions by his pupils, 
colleagues and friends. 

The medal, artistically designed by Mons. Chaplain, bears, on one side, 
a profile bust of Professor Pozzi, and, on the other, an allegorical group, 
representing surgical gynecology, in the form of a beautiful female, inter- 
vening to cheat Death of his otherwise helpless victim. 


SPECIMENS. 


The following specimens were shown :— 


Dr. Even: A specimen of Tubal Pregnancy with extensive interstitial 
salpingitis. 

Dr. R. D. Maxwe.u: Fetal volvulus of small intestine, leading to per- 
foration of gut and abdominal distension causing difficult labour. 

Dr. H. Russet, Anprews: (1) Endothelioma of the cervix; (2) Com- 
plete prolapse of an inverted uterus. 
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BRITISH GYNECOLOGICAL SOCIETY. 


Meeting held Thursday, October 11th, 1906, Mr. F. B. Jessert, President, 
in the Chair. 


Dr. Overy (for Dr. Macnaughton-Jones) exhibited a specimen of 
Uterus with a fibroid undergoing necrobiosis, and read notes of the case. 
This appears zn extenso on p. 478 of this number of the JourNaL. 

Dr. Dauser exhibited a specimen of Necrobiotic fibroid removed from 
a single patient, aged 40, who had suffered acute pain for two years. 
Three weeks previously she had an attack of acute pain while stooping 
over her housework. The temperature was 101°, with symptoms of sub- 
acute peritonitis and a tumour which extended several inches above the 
umbilicus. On opening the abdomen the tumour was found attached to 
the fundus of the uterus by a twisted pedicle. Many intestinal adhe- 
sions were found which were readily separated and the tumour was removed 
after tying off the pedicle. The uterus contained two or three fibroids and 
was removed by supravaginal hysterectomy. The tumour was offensive 
and contained dark grumous fluid. 

The Presipent exhibited—({1) A Uterus with a fibroid in the fundus, 
removed by vaginal hysterectomy for severe metrorrhagia from a widow 
aged 49. She had had seven children and enjoyed good health until a 
year ago, when she complained of weakness and debility. Her periods 
lately had been irregular and profuse, lasting occasionally for one month. 
She had never had any serious illness previously. No tumour could be 
felt by the abdomen. The vaginal walls were lax and leucorrhwa was 
present. A good-sized tumour was felt in the recto-uterine pouch. The 
os was soft and patulous. The diagnosis was that of either a submucous 
fibroid, a polypus or a carcinoma of the fundus. The uterus was explored 
under anzsthesia, but, owing to the great length of the cavity, digital 
examination was inconclusive. The uterus was removed and on examination 
found to contain in the fundus a submucous fibroid, which seemed to have 
caused menorrhagia and retroversion. Convalescence was satisfactory. 
(2) Specimen of Multiple pedunculated fibroids undergoing calcareous 
degeneration, removed by cceliotomy and enucleation. The patient, aged 
51, was married, but had had no family, and was admitted to the hospital 
complaining of pain in the left side radiating down the left leg, with a 
feeling of contraction in the leg when walking. This pain gradually 
increased so that she could only walk by aid of a stout stick. The 
climacteric occurred two years previously. Ten years ago the left breast 
was removed for scirrhus which recurred three years after in the axilla. 
This was removed, but in three years it again returned, when a third 
operation was performed. Since then the patient had remained free for 
four years. On abdominal examination there was resistance over the 
pubes and the pain was accentuated. Bimanually a large irregular mass 
was felt in the left fornix connected with the uterus and the fundus was 
prominent with several hard nodules connected with it. On opening the 
abdomen four hard tumours of different sizes were enucleated from the 
uterus causing but little haemorrhage, which was arrested by deep catgut 
sutures. The patient made an uninterrupted recovery. (3) Notes of 
a case of large Abscess in the pouch of Douglas simulating a suppurating 
ovarian cyst and causing bowel obstruction. The patient, aged 46, had had 
eight children, and complained of frequent micturition for one month 
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previously. About seven years ago, after a confinement, she had an attack 
of vomiting and abdominal pain which lasted twenty-four hours, but was 
well in a day or so. Four months ago there was a similar attack of 
abdominal pain, which lasted only twenty-four hours, but she was able 
to get about again the following day. Her present illness began five 
weeks previously with abdominal pain and vomiting. There were pyrexia 
and constipation. The abdomen was distended below the umbilicus and 
considerable rigidity was present. On bimanual examination the pouch 
of Douglas was found occupied by a tense non-fluctuating swelling without 
much pain. On opening the abdomen the intestines were matted together 
and extensive peritonitis was found. While separating a coil of intestine 
over the brim of the pelvis some foul-smelling pus welled up. The 
patient was then put in the lithotomy position, the posterior fornix 
opened, and a gauze drain inserted. The patient made a slow recovery, 
and one month afterwards was free from any discharge. 


REVIEWS OF RECENT BOOKS. 


A Hanpsook or InrestinaL Surcery. By Leonard A. Bidwell, F.R.CS., 
Surgeon, West London Hospital; Lecturer on Intestinal Surgery, 
and Dean of the Post-Graduate College, ete. Demy 8vo., pp. 167, 
91 illustrations. London: Bailliére, Tindall and Cox, 1905. 


Price 6s. net. 


We can recommend this useful handbook to all who perform 
abdominal sections and operations on the pelvis. It was the gynex- 
cologist who, by establishing ovariotomy, gave to the general surgeon the 
key to abdominal surgery. For many years we have heard of continued 
development of the work of Clay, Spencer Wells and Keith, so that the 
general surgeon has made the best use of his advantages. Intestinal 
operations are amongst the most remarkable, most difficult and most 
hazardous of all new procedures designed to overcome morbid conditions 
of the viscera below the diaphragm. Therefore we must read Mr. 
Bidwell’s directions with great interest, as they are given by a 
distinguished hospital surgeon. We are pleased to find numerous 
original drawings and diagrams. Dr. Leonard Mark’s and Mr. A. 
Baldwin’s semi-diagrammatic sketches showing the application of sutures 
are very clear. In many text-books the sutures are not made large 
enough; in Mr. Bidwell’s handbook they are represented of sufficient 
size and length to allow the eye to detect at a glance how they should be 
passed in and out of the tissues of the bowel. 

The obstetrician or gynecologist will bow to the author’s opinion on 
everything connected with operations on the intestine save the question 
of “incisions into the abdomen and the method of closing them,” a 
subject which forms the heading of Mr. Bidwell’s eighth chapter in 
the terms which we have just quoted. We hold that he condemns 
rather too severely the old central incision. “ The most important 
factors,” he informs us, “in preventing hernia are the avoidance of 
tibrous intermuscular spaces, such as the linea alba or linea semilunaris, 
and the separation of the fibres of muscles instead of their division. 
For this reason the old incision in the middle line should be abandoned, 
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since it is difficult to secure firm union of the fibrous septa; this is 
more especially the case with incisions above the umbilicus, where even 
to unite the cut edge of the linea alba is very difficult, and hernia is a 
very frequent result.” This statement, excepting what is expressed in 
the last thirty words, is too dogmatic. The chances of hernia after 
incisions through the linea alba below the umbilicus have been 
exaggerated, and the risk of that complication when the wound is 
more lateral in position has been underrated. It requires skill and 
experience to divide muscle and aponeuroses without dangerous 
bruising, whilst a clean incision of the linea alba is much easier. 
Lateral operations, again, involve the division of nerves, with strange 
results sometimes observed in association with the most genuine opera- 
tive triumphs. There are, we must admit, great advantages in certain 
lateral and transverse incisions, but that made through the linea alba 
is by no means to be utterly condemned. The author is still more 
severe on the old-fashioned single, interrupted suture. ‘‘ The method of 
uniting all the structures of each edge with one row of silkworm-gut 
sutures should never be employed unless the patient is practically 
moribund. It is very doubtful whether the edges of the peritoneum 
were ever really brought in contact by this method.” The fact is that 
they were often brought too much into contact, so that two layers of half 
an inch of serous membrane were drawn between the more superficial 
tissues and prevented their union. The author declares that “it is 
absolutely essential, in order to have a strong cicatrix that each layer 
should be sutured separately.” This doctrine will be contested by many 
operators of experience; Mr. Harrison Cripps, to quote a general 
surgeon, prefers the older method. Sunk silk ligatures may give 
trouble long after the patient’s complete convalescence. 

The experienced gynecologist must therefore decline to concur with 
all that the author states about the abdominal wound, but at the same 
time he will feel grateful to Mr. Bidwell for his plain directions 
concerning intestinal operations, upon which that surgeon can speak as 
one having authority. He does not confuse his reader with descrip- 
tions of half a dozen methods, mere variations of one operation, or 
overburden his pages with references. 


A Hanppook For Mipwives aNp Marernity Nurses. By Comyns 
Berkeley, M.B., Assistant Obstetric Physician to the Middlesex 
Hospital, ete. London: Cassell and Co., 1906. Price 5s. 


In writing such a handbook as this, the chief difficulty is to deter- 
mine exactly what a midwife should do and what a midwife should not 
do. Owing to the great multiplicity of unforeseen circumstances 
which may arise during a midwife’s attendance on an- individual 
case, it is in many cases merely a matter of opinion, and occasionally 
it is almost an impossibility to determine, exactly where a midwife's 
line of active treatment should cease while she is awaiting the arrival 
of the doctor. 

We are afraid, however, that Dr. Comyns Berkeley has transgressed 
the boundary line on several occasions. 

To expect a midwife to determine the minor degrees of contracted 
pelvis, or indeed any degree of contracted pelvis, by vaginal examina- 
tion is to expect too much. 
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The injury which a midwife might do to her patients by systematic- 
ally examining them (per vaginam) during pregnancy for contracted 
pelvis, and by describing to each patient her reasons for so doing and 
the dangers of such a condition, would far outbalance any benefit that 
might accrue from her accidentally discovering a contracted pelvis in 
one of her patients (even if such a thing were possible). It would be 
a new terror added to the many terrors that some primigravide have 
already to withstand from the lips of injudicious acquaintances. 

It would be sufficient if a midwife could be relied upon to call in a 
doctor in any case of general deformity or of pendulous abdomen. 

Dr. Berkeley would have the midwife examine the urine of every 
woman who engages her services, so that, in case she discovers albumen, 
she may send the case to a doctor and so prevent eclampsia. Now, 
eclampsia is a very rare complication, and the chance of even a doctor 
being able to determine it by mere examination of the urine is ex- 
tremely small, and of a midwife, absolutely nil. Yet all her patients 
are to be disconcerted by a proceeding (with the concomitant explana- 
tions), the benefit of which even in skilled hands is infinitesimal. 
It would be sufficient if a midwife could be relied upon to call in a 
doctor in any case of cedema of the face or feet of her patient. It is 
in our opinion no part of a midwife’s duty to test urine. 

If a midwife were to adopt these two measures, both of which are of 
very questionable advantage, we fear that, besides adding considerably 
to the discomfiture of most of her patients, she might actually terrify 
a considerable number of them and even unhinge the mental balance 
of a few. 

Is a midwife to be allowed to rupture the membranes in accidental 
hemorrhage in the absence of labour pains? This proceeding is con- 
sidered by the best authorities to interfere seriously with the proper 
treatment of such cases even in the most skilled hands 

It is no part of a midwife’s duty to endeavour to replace the cord 
manually (she could not do it even if she tried), nor is it any part of her 
duty to remove a placenta manually, or to give an intra-uterine douche, 
or to replace (?) an inverted uterus, or to measure (7?) a pelvis, 

The author repeatedly uses the word “ primipara” when he means 
“primigravida.” Considerably more than two pints of liquor amnii 
are required before a case can be called one of hydramnios. Is it 
always desirable to have brandy in the lying-in room, when it is so 
seldom required and when under such circumstances its use is so liable 
to be abused? The infant is not always dead when the pulsation of 
the cord ceases. 

These are some of the points on which we should take exception to 
the author’s teaching. We should also like to remind him that the 
Obstetrical Society of London was not the only body which instituted 
voluntary examinations for midwives. 

The book has, nevertheless, many good points to recommend it. The 
chapters on the management of normal labour, on the puerperium, on 
infant feeding, on the elements of house sanitation, and on asepsis 
and antisepsis in midwifery are all well written. The general style of 
the book is concise and clear, and is well adapted for the use of mid- 
wives, including those whose general education is limited. One or two 
chapters on obstetric nursing would have been a valuable addition to 
its pages, 


R. P. R. L. 





